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In all stages of Intestinal Amebiasis. 
PRESCRIBE 


B.C.P.W. lodochloroxyquinoline 
LOW TOXICITY 
HIGH THERAPEUTIC VALUE 
ne Also useful in 
KK OTHER INTESTINAL INFECTIONS 
OF VARIOUS AETIOLOGY 
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the single-dose 


dispensary treatment of malaria 


For patients partially immune, a single dose of 4 tablets of ‘Avloclor’ 
(0.6 gramme of base)* is rapidly effective in terminating the overt attack of 
malaria, whatever the species of parasite. 

‘Avloclor’ has a most powerful action against the asexual blood forms 
and detailed investigations and widespread use have failed to demonstrate 
the existence of resistant strains. 


‘avioclor? | 

W.H.O. Expert Committee on Malaria, 
CHLOROQUINE PHOSPHATE B.P.C. 5th Report No. 80. June, 1954. 38. 
. The Malarial Sub-Committee of the Colonial 
Packings : Tablets of 0.25 Gm. (=0.15 Medical Research Committee’s Recommen- 
Gm. base): Packets of 4 and containers dations on the use of antimalarial Drugs. 
of 10 and 500. Brit. Med. J. 1954, ii, 148. 


Literature and further information available on request : 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) 
PRIVATE LIMITED 
Calcutta Bombay Madras New Delhi 
Sole Distributors in India for 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., MANCHESTER ICP 476 
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| AUREOMYGIN’ 


tetracycline 
2edertle 


is a tower of strength, not only 

for its curative, but also for its prophylactic value. 
Given early, it usually prevents the development 
of serious bacterial complications. 

Its use before and after surgery guards patients 
with cardiac valvular lesions against the 
danger of subacute bacterial endocarditis. 

The effective daily dose of Aureomycin is smal] 
and the action is rapid and prolonged. 
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The gastrointestinal regulariser 


Prepared with bismuth and digestive 
enzymes Bismozyme forms a protective 
coating on the walls of the stomach 
and intestines and saves those orgams 
from irritation caused by food and 
gastric secretion. By its soothing action 


on the gastrointestinal tracts it arrests 


muscle spasm and diminishes rigours of 
pain. It regulates gastric flow, heals up 
ulcer and helps digestion. Widespread 
use of this preparation has established 
it as a dependable gastrointestinal re- 
gulariser, healer and digestive. 


~ 


A dependable Drug. 


TO sum up Bismozyme ‘Eastern Drug’ 
a very dependable drug for children’s 
diarrhoea and isa valuable addition to our 

— medical armamentorium. 


ROY S K. 
lad Mod. Rev. 1955. 88. 1. 
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EASTERN DRUG CO. LTD. 
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All contributions for publication and correspondence should be sent to the Edi Journal of the Indian 
Medica! Association, 23, Samavaya Mansions, Corporation Place, Calcutta—13. The jounal is published on the first 
and the sixteenth of every month. 

Articles are accepted for publication on condition that these are contributed selely to the Journal of the 
Indian Medical Association. Manuscripts for articles, case notes etc. must be type-written, double-spaced, on one 
side only of foolscap or quarto paper. Only original type-scripts (not carbon copies ) together with a carbon copy 
will be considered for publication. Graphs, charts, diagrams or pen drawings must be drawn in Indian ink on white 
drawing paper. Blue or coloured inks cannot be reproduced. Only a reascnable number of half-tone illustfations and 
zinc etchings will be reproduced, free of cost. Photographs not suitable for half-tone work will not be reproduced. 


In the selection of papers and in regard to priority of publication, the opinion of the Editor Oe 
Editorial Board will be final. The Editor and the Editorial Board shall have the right to edit, 

fe-atrange or re-write approved articles, case notes and other communications before publication, wihou! 
reference to the authors concerned. The Editor and the publisher will not be responsible for the views and 
statements of authors of articles and other communications. Manuscripts not accepted for publication will not 
be to the authors unless the necessary postage is supplied by the author. 

References—References to authors in the body of the papers should contain the name‘of the author, with 
the year of publication mentioned within bracket. For the list of references at the end of the communications, 
the system followed by the Cumulative Index Medicus should be adopted. This requires the following in the order 
mentioned : surname and initials of author, name of periodical with its volume number, the page number and the year 
of publication. The volume number should be underlined as follows :—21 : 279, 1952. ae references should be 
arranged according to alphabetical order of the surname of the authors. Th case of references from books, name of 
author, po of book, edition, name of the publisher, and place and year of publication should be furnished. 

prints—Ordinarily, 25 copies of reprints of articles and case ~— (not correspondence etc.) ys 
shall be “supplied free of charge, to the authors. Additional reprints may be obtained, at cost, ifs request for the 
same be ma g the article. 

authors and editors are informed that these can be reviewed according to their merits and space at Books 
and periodicals, for review, should be sent in duplicate, to the Editor. 

Matters © con by but no objection will be made to its reproduc- 
the Editor prior to publication and if due acknowledg- 
ment is made. 
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THE PATIENTS HOME 
THE CLINIC 
THE CONSULTING ROOM 
THE HOSPITAL 


Will let you have further particulars or a 
quotation without obligation. Write today to: 


ASSOCIATED ELECTRICAL 
INDUSTRIES (INDIA) PRIVATE LTD, 


Head Office : 
CROWN HOUSE, 6 MISSION ROW, CALCUTTA 
Branches at: 
BOMBAY NEW DELHI MAORAS 
BANGALORE COIMBATORE NAGPUR 
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Better Vitamin A 
absorption and 
therefore a higher 
therapeutic effect with 


F. Hoffmann-La Roche & Co. Ltd., Basle/Switzerland 
Sole Distributors for India - 

Bombay, Calcutta, Madras, Cochin, New Delhi, Kanpur. i 


gal | 
“She 
| 
| : 
6 A : 
: One droP equivalent to 
5,000 \.U. vitamin A 
| For the improved rreatment of aa 
| Acne 
Inner ear deafness 
Ozena 
premenstrual cension 
eg? 
Sterility the male | 
Literature available oF request from Voltas Limited P- 0. Box 900, Bombay ; 
This new form of application (30 drops per ec) consists of a clear non-oily: 7 
non-alcoholic solution. containing 150,000 \,U. per 
(about ME yiramin A palmitate): The drops are vaken jn tea. coffee, fruit juice. 
etc., where they emulsify easily. order avoid any afrer-tast®: the dose 
should be followed by liquid draught: > 
50 cc ‘ 
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A considerable advance 


In 

Rheumatoid arthritis 
Refractory bronchial asthma 
Addison’s disease 
Dermatoses 

Nephrosis 


Dacortin 


the new derivative of cortisone 
A'-dehydrohydrocortisone (prednisolone) 


= Effective in very small doses 
Very intensive anti-allergic, anti- 
inflammatory, and proliferation- 
inhibitory action 
No sodium and water retention 
No potassium depletion 
Well suited as maintenance therapy 


Packings: Bottles of 10 or 30 scored tablets of 5 mg. 


Sole Agents : 


Capco Private Limited, 
E. Merck Department, 


P. O. Box 1652, 
DARMSTADT GERMANY Fort, Bombay-1. 
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for the 


treatment or prophylaxis 


in the control 


The value of ‘‘ Dramamine 


of all forms of motion sickness is well 
established. More than this, however, it 

is now recognised that ‘‘ Dramamine ’” is 
most effective in the control of other 
labyrinthine disturbances, so that it is 
indicated in the treatment or prophylaxis of 
any condition of abnormal stimuli of the 
tissues including end organs (gastro-intestinal 
tract, eyes) and their neural pathways to 

the labyrinth. Side-effects of ‘‘ Dramamine ”’ 
are so slight that dosage may be continued 
over long periods if necessary. 


SEARLE 


c.p. SEARLE «co. tp. 


83, Crawford Street 
London, W.1 


Telephone : Paddington 4034 


SEARLE 


Dramamine 


Brand of dimenhydrinate 


Thus conditions in which ‘‘ Dramamine ’’ has 
been most effective include vertigo due to 
hypertension, fe estration procedures and 
labyrinthitis ; Meniére’s syndrome, irradiation 
sickness, and in the symptomatic control 

of nausea and vomiting due to pregnancy, 
electro-convulsive therapy, narcotisation 

and certain drugs (antibiotics, etc.). 

‘* Dramamine ’’ may be administered orally, 
or rectally. It is supplied as so mg. 
tablets, in bottles of 12, 36, 100 and 1,000 
and in cartons (10 strips of 10 tablets). 
Literature on request 

*REGISTERED TRADE MARK 

The Fairdeal Corporation Limited 

Laxmi Building, 

Sir Pherozeshah Mehta Rd., Fort, Bombay 1 


‘ 
‘ 
4 Labyrinthine Disturbances 


vili J. 1. M. A. Advertiser Vol. 26, No. 12 


+44 
ee 
ee 


Aa 


+ 
¢ 


re? et? 
eee 
eee 


Each ¢.c. contains all anti-anaemic principles and 
extrinsic factors from 15 gms of fresh sheep liver 
with added standardised vitamins B;, Bz, Bg, C 
and Nicotinamide. 


A Product of : TEDDINGTON CHEMICAL FACTORY PRIVATE LTD. 
Sole Distributors: W. T. SUREN & CO. PRIVATE LTD., 
P. ©. Box 229, Bombay I. 


Contains Vialled under strict and exacting requirements of 
DiBenzylEthyleneDiamine 

DiPenicillin G; Penicillin G Pro-- 


caine and Potassium 


Govt. of India Drug Rules. Continuous blood 
levels can be secured without the need for 


Avail th massive or frequent doses and thus at lower 


at current trade prices. cost and with fewer side effects. 


Selling KEMP & CO. ao. Bombay, Delhi, Madras and Calcutta. 
Agents Hay PARRY & CO. LTD., Madras, Calcutta, Dethi and Bombay. 


HINDUSTAN- “ANTIBIOTICS LIMITED. Pimpri_ (Near. ‘Poona ). 
Boctling Plante Edward -Road, Parel, Bembay 
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BOYLE APPARATUS 


MODEL H 
FOR THE ADMINISTRATION OF OXYGEN, 
NITROUS OXIDE, CYCLOPROPANE, CARBON DIOXIDE, 
TRILENE OR CHLOROFORM AND ETHER 
WITH BOYLE CIRCLE ABSORBER. 


The Boyle apparatus for hospital use is accom 
modated on a convenient table mounted on four 
ball-bearing castors giving easy mobility despite the 
essential weight which it has to support. 

This model employs the Boyle Circle absorber, details 
of which are available on request. The unit is suspend- 
ed from a sliding carriage beneath the top shelf and 
is conveniently drawn forward when required for use. 
It incorporates all the desirable features of Coxeter- 
Mushin circuit yet it provides an alternative for 
those who prefer the conventional type bag to the 
mechanically actuated system featured in Coxeter- 
Mushin unit. 


The illustrations depict the latest modifica- 
tions to all models of Boyle Apparatus. The 
cylinder baskets are replaced by horizontal 
rails carrying yokes which are suitable for 
the accommodation of British, American 
and most other types of cylinders. 

On the left hand side, viewed from the 
front, the first yoke is for Cyclopropane 
and the remaining pair, each of which has 
a cylinder contents gauge and Adams regu- 
lator attached, are for Oxygen. On the right 
hand side, the first yoke is for Carbon 
Dioxide and the remaining pair for Nitrous 
Oxide, all of them fitted with Adams regu- 
lators. It will be seen from the illustrations 
that the regulators (five in all) are inverted 
from the rear of the yokes and lie beneath 
the table top, with metal leads permanently 
attached to the outlets carrying the com- 
pressed gases to the rotameter unit in 
the normal way. 


THE INDIAN OXYGEN & ACETYLENE "covr2° 
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ALPROCIN 
Procaine penicillin fortified with 
penicillin G sodium for aqueous 
injection. In rubber capped 


vials containing the equivalent 
of 400,000 units of penicillin. 


DIPROCIN 


A combination of two penicillins 
(procaine penicillin and 

penicillin G sodium) with 
dihydrostreptomycin sulphate, 


BISTREPEN 


A combination of two 
penicillins and two 
streptomycins : — procaine 
penicillin, penicillin G 
sodium, dihydrostreptomycin 
sulphate, and 

streptomycin sulphate. 


COSTRECIN 


A combination of dihydro- 

streptomycin sulphate 

and streptomycin sulphate, 

in equal proportion, 
CRYSTALLINE 


PENICILLIN G SODIUM 


$00,000 & 1,000,000 units. 
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the most aseptic conditions. 

SURGICOM dressings are guaranteed sterile 
when packed! 

SURGICOM dressings are known for their 
superior absorbency. 


MANUFACTURED BY 


THE RAMARAJU SURGICAL COTTON MILLS LTO. 


RAJAPALAYAM. 
SOLE SELLING AGENTS: 


PARRY €&: CO LIMITED 


MADRAS.BOMBAY.CALCUTTA. NEW DELHI 2 


diet in fevers 


In fevers and febrile conditions Horlicks has proved itself to be an excellent 

form of nourishment. 

Horlicks is easily digested and readily absorbed. It contains first class protein 

and its soluble carbohydrates possess marked protein-sparing qualities. It thus 

helps to prevent tissue waste, and is a valuable re-builder during convalescence. 

Horlicks needs mixing with water only, though it can be prepared with milk or 
milk and water if desired. Its ease of preparation 
assures the patient receiving freshly prepared 
food in appetising form whenever required. 


HORLICKS 


Prescribed with confidence 
for over seventy years 
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Lively children 
don’t have worms! 


Family doctors know only too well the 
ill-effects which helminth infestations 
have on growing children. That is 
why ‘ENTACYL!’ is making such an 
important contribution to the health 
of families throughout India. 


Available in two forms: 


*ENTACYL’ Tablets for adults and older children 
*“ENTACYL’ Suspension for infants and young children 


Dosage Schedule : 


Threadworms and whipworms:—1 tablet 
(or % teaspoonful) per year of age per 
day up to the age of 6 years. Over 
6 years of age 2 tablets (or | teaspoonful) 
three times a day. The dosage should 
be given from 3 to 7 days. 

One-day treatment for roundworms: 2% 


*“ENTACYL’= 


BRITISH DRUG HOUSES (INDIA) PRIVATE LTD., Post Box 1341, Bombay-I. 


Branches at: Calcutta - 


tablets (or 1% teaspoonful) per year 
of age up to the age of 6 years. For adults 
and children over 6 years, give a total 
dosage of 15 tablets (or 7% teaspoon- 
fuls). The dosage should be given in a 
single dose or in four divided amounts 
during one day. 


Tablets— Bottles of 25 and 100 
Suspension— 28.5, 50 and 225.ml. 


Delhi - Madras 


SSSZz 


Is pure Anhydrous 
Dextrose, conforming 
to the US.P. and 

B.P. standards, Its 
chemical formula being 
CoH 120%. 


. 
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CORN PRODUCTS CO. (INDIA) LTD. 
Gombey-! - 


Therapy of the underlying causal condition 
is no doubt the prime consideration. How- 


ever, when treatment of the basic disease 
does not or cannot afford prompt relief, 
‘ANACIN’ will often alleviate the distress 
of pain and impart a sense of well-being. 
ANACIN’ is a non-toxic and clinically 


dependable preparation, specially 
formulated to provide a prolonged 
period of analgesia with a single dose 
of 1 or 2 tablets. 


Composition 
Quinine 1/4 gr. Aspirin 3 gr. 
Phenacetin 3 gr. Caffeine1/4 gr 


of 32 cablets and packets 


ANALGESIC TABLETS 


Manufactured and Distributed by: ' 

GEOFFREY MANNERS & COMPANY PRIVATE LIMITED, BOMBAY 
Trademark Proprietors: 

WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S.A. 


LM 
Ae! 
is a symptom... 
HEADACHE a 
NEURALGIA 
= 


R 


BLISS F 


FROM PREGNANCY NAUSEA AND VOMITING 


WITH 


KATEMESIN 


PER TABLET 


Pyridoxine HCI. 
Niacinamide os 
Thiamine HCl. 
Phenobarbital Sodium 


Bottle of 20. 
RELIEVES nausea and vomiting 


CONTAINING 
PER AMP. OF 1 cc. 


30 mg. Pyridoxine HCl. 100 mg. 


Thiamine Mononitrate 100 ,, 
Benzy! Alcohol 20 ., 
Distilled water Q.S. 1! cc. 


Boxes of 3 & 6 Ampoules. 


in morning sickness and hyperemesis gravidarum. 


INCREASES appetite and restores white blood cell count to normal. 
EXERTS a mild sedative effect. 


DOSE : 2 tablets daily. 


1 cc. or 2 ce. daily intramuscularly. 


Particulars from: 
RAPTAKOS, BRETT & CO., LTD. WORLI, BOMBAY. 


PINOCIDE SYRUP 


(A palatable syrup containing piperazine citrate) 


For threadworm, 


ADVANTAGES 


roundworm and 


No dieting, purging or enemas required. 
No side effects in normal doses. : 
Effective in both adults and children. 


Palatability ensures regular dosage. 


PACKS : Bottles of 12 oz. 33 oz. and 1b. @ Detailed literature on sien 


SMITH STANISTREET & CO.,LTD. 


CALCUTTA - BOMBAY: CUTTACK - KANPUR . PATNA - GAUHAT! - NAGPUR 
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PYRAMID Brand Glycerin 
conforms strictly to 
B. P. Standards. And every 
bottle, tin or drum comes to 

ou hygienically sealed, straight 


rom the factory. 


CERIN BP 
260 
ibs nel 


20000008 


WHEN GLYCERIN IS INDICATED 


—askfor PYRAMID BRAND 


PYRAMID Brand is now 
also available in the handy, 
1 1b bottle fitted with a 
tamper-proof roll-on seal. 


GLYCERIN 


Available in 1 lb bottles; 7 Ib tins; 
28 Ib, 56 lb, 1 cwt, 5 ewt and 10 cwt drwms, 


MANUPACTURED BY LEVER BROTHERS (INDIA) LTD., P. 0. BOX 409, BOMBAY, 5. 


CRYSTALLINE PENICILLIN G SODIUM 
for aqueous intramuscular injection, supplied in 
2 lac, 5 lac and 10 lac uities per vial. 


PENICILLIN G PROCAINE Fortified With 
CRYSTALLINE PENICILLIN G SODIUM 


for aquéous intramuscular injection, supptied in 4 lac 
wnits per vial. Containg 75% Penicillin G Procaine 
and 25% Crystalline Penicillin G Sodium. 


FOR THE PHYSICIAN 


Manufactured by The Government of India Undertoking 
HINDUSTAN ANTIBIOTICS LTD., Pimpri, Near Poona. 


Prepared and visiied under strict exacting requirements of Gove. of Indie 
Drug Rules. Available In the following varieties and dosages at current prices. 


Selling Agents 
Messrs. PARRY &@ CO. LTD., Madras, Caicutts, Delhi and Bombay: 
Messrs. KEMP & CO. LTO., Sombay, Delhi, Madras end Calcutta, 


 HINDUSTAN ANTIBIOTICS LIMITED, Pimpri, Near Poona” 


PENICILLIN G PROCAINE 


for aqueous intramuscular Injection, supplied in 
1S lac units per vial. 

BICILLIN—ALL PURPOSE for aqueous 
intramuscular Injection, supped in 12 lec units per 


vial. Contains 6 lac units DiBenzylEthyleneDiamine 
DiPeniciilin G, 3 tac units Penicillin G Procaine 
and 3 lac units Penicillin G Potassium. 


j 

j 

TL 

PYRAMID 
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STOMAL 


Fee 
Total Protein 12°93 MALTED MILK 
Lactose 1216 
Malt Sugars ... 60°50 
Residual 

Moisture 2.20 
Mineral Salts 271 
Calories per 
(dry) 


NESTOMALT is malted milk in 
concentrated, powder form 
containing full cream milk, 
malted barley and wheat 

flour, with VITAMIN B, ADDED. | 


ANOTHER OF NESTLE’S 
QUALITY PRODUCTS 


Uitereture evaflable upon request from : 


NESTLE’S PRODUCTS (INDIA) LIMITED. 


Box 396, CALCUTTA. P.O. BOX 315, 
BOMBAY. P.O. BOX 180, MADRAS. 
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NEW development 
in testosterone 


DEPOT therapy 


Triolandren 


THREE 
festosterone esters 


in one ampoule 


high concentration. (Ic.c.=250 mg.) 


oily solution 


Triolendren* is indicated wherever a protracted action is desired 


* Regd. Trade Mark 


CIBA PHARMA PRIVATE LIMITED, P. O. BOX NO. 1123, BOMBAY 


rapid effect: 

tag 

optimum potency 

protracted action 
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Combating Malnutrition 


Malnutrition is still a major cause of ill health in many parts of the world, 
All age-groups suffer if the diet is inadequate, but the effects of a low 
level of nutrition appear most rapidly in young children and expectant 
mothers. Thus, the incidence of nutritional macrocytic anaemia is 
particularly high in pregnancy and accounts for many maternal deaths. 
Marmite has proved of specific value in the treatment of this type of 
anaemia and its routine administration in the antenatal period is therefore 
widely recommended. 


Marmite is a yeast extract which provides almost every known component 
of the vitamin B group and possibly also unknown factors of significance. 
Within the limits of the amount consumed, it is a useful source of 
predigested protein. Its appetising flavour ensures easy administration. 
Marmite is a purely vegetable product and can therefore be incorporated 
in vegetarian diets. 


MARMITE 


yeast extract 
Manufactured in England - Distributing Agents : 
contains 
by Riboflavin (vitamin Ba) 1.5 mg. per oz. |. L. Morison, Son & Jones (India) Led., 
MARMITE LIMITED Niacin (nicotinic acid) 16.5 mg. per oz P.O. Box 1746, Bombay |. 


The three constituents of ‘Franol’ combine to give 
effective symptomatic relief in chronic bronchitis 
which is so often given the diagnostic label of 
“‘asthma and bronchitis”. The theophylline and 
ephedrine help to control the cough by their 
antispasmodic action and to relax the bronchial 
musculature. The phenobarbitone brings 
undisturbed rest at night and relieves the 

feeling of tenseness and anxiety that often 

attends these conditions. 


WINTHROP PRODUCTS LIMITED 


DEY’S MEDICAL STORES LIMITED 
BRANCHES AT: CALCUTTA - BOMBAY - DELHI - MADRAS 
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Bopnu Ghor, Hornby Vellard, Bombay 18 


‘ 
flammator pod 
tic Activity 
WITH SODIUM 
CHLORID 
AT THE 
é Mg. Tablets 
Vial of 15 Tablets. 
INITIAL TREATMENT:— 30 Mg. 
MAINTENANCE TREATMENT: 

5 to 20 Mg. Deily 

BORATOIRES ROUSSEL A 
ABORATOIRES FRANCAIS DE CHIMIOTHERAPIE 
‘ 
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CHANGES IN RENAL GLOMERULI IN ECLAMPSIA + 
G. P. SHARMA, ™.B.B.s., D.sc. (MED.), 


Department of Pathology, P. W. Medical College, Patna. 


In recent years, the electron-microscopic studies 
have greatly advanced our knowledge regarding 
the structure of the renal glomeruli. All authors 
are unanimous in their opinion that the filtering 
portion of the capillary wall is composed of three 
layers: from within outwards—the lamina fenes- 
trata (endothelial), the lamina densa (the so-called 
basement membrane—a discrete, smooth, homo- 
genous, continuous dense membrane), and a 
podocytic layer (epithelial). The conventional H. 
and E. stained microsections observed by the ordi- 
nary light microscope do not give us adequate 
information regarding the location of the lesions 
in the various layers of the capillary wall. Ritter 
and Oleson’s acid and periodate polysaccharide 
stain differentiates the lamina densa from the 
endothelial and the epithelial layers, and has been 
much illuminating in this respect. 


MATERIALS, METHODS AND OBSERVATIONS 


The observations reported here are based on 
the study of kidneys of two fatal cases of 
eclampsia. Paraffin embedded tissues, with a 
short clinical history of each case, were supplied 
to us by the Department of Pathology, Univer- 
sity of Montreal. The gross descriptions of the 
kidneys were not available to us. Ritter and 
Oleson’s (1950) polysaccharide stain (ROPS), 
Beyer’s trichrome stain (1940), Mullen and 
McCarter’s fibrin stain (1941), Gomori’s silver 


+A portion of the thesis submitted by the author to 
the Graduate School of Medicine, University of Pennsyl- 
vania, in December 1953, with some modifications to 
include subsequent publications. 
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stain (1937), and routine H. and E. stain were 
used. 


Cask 1—A. H., a 26 year old female was admitted to 
the hospital on 3-11-49, with convulsions complicating 
pregnancy of 7 months’ duration. On. admission, her B.P. 
was 190/130 mm. Hg., pulse 88 per minute, and tem- 
perature 99°F. Following a convulsion, the foetus and 
the placenta were expelled spontaneously but she be- 
came comatose and died on 4-11-49. Her blood urea 
nitrogen was 50 mg. per cent. The findings of the urine 
examination on 3-11-49 were: colour—brown, reaction— 
acid, sp. gravity—1055, albumen—2-1 g. per cent, sugar 
—nil, WBC—a few, RBC—a few, casts—a few granular. 
On 4-11-49, the urine was brown, acid in reaction, sp. 
gravity—i022, albumen 05 g. per cent, RBC -a few 
casts—a few granular and hyaline. 

Pathologic histology—The capillary tufts of all the 
glomeruli appeared enlarged and_ ischaemic. The 
lumina of the capillaries were extremely narrowed or 
completely occluded by the swollen endothelial cells. 
With ROPS, pink staining delicate and coarse hyaline 
fibrils, traversing the capillary lumen between the swollen 
endothelial, were seen in various loops of most of the 
glomeruli. With routine H. and E. stain, the walls of 
the glomerular capillaries appeared irregularly but 
diffusely thickened. With ROPS (Fig. 1, vide Plate), the 
lamina densa (basement membrane) appeared normal in 
thickness, but both its surfaces were covered by a layer 
of cytoplasmic extensions from the swollen endothelial 
and epithelial cells: The free spaces between the capil- 
lary loops were obliterated by extremely swollen visceral 
epithelial cells. The cytoplasm of these cells was pale, 
reticulated, sometimes vacuolated, and often fragmented. 
The capsular spaces were markedly narrowed and all 
contained some granular precipitate and a few hyaline 
droplets. The epithelial cells of the proximal convoluted 
tubules were swollen and granular. A _ considerable 
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amount of granular material was present in all convoluted 
tubules. Hyaline casts were seen in a few collecting 
tubules. A few tubules were filled with red blood cells. 


Case 2—A. G., a 31 year old female, was admitted in 
the hospital on 6-1-50. On admission her B.P. was 
190/100 mm. of Hg. She was delivered the following 
day. After delivery, her respiration became irregular and 
she passed into a semicomatose state. She died on 
8-1-50. Her blood urea nitrogen was 140 mg. per cent 
on 7-1-50 and 200 mg. per cent on 8-1-50. The findings 
of urine examinations on 7-1-50 were: colour—yellow, 
reaction—acid, sp. gravity—1023, albumen—present, sugar 
—nil, WBC—a few, RBC—a few, casts—a few, casts 
a few hyaline and granular. On 8-1-50, colour—brown, 
reaction—acid, sp. gravity—1023, albumen—0O-2 g. per 
cent, sugar—present trace, acetone—present, WBC—a few, 
RBC—a few, casts—a few hyaline and granular. 

Pathologic histology—The capillary tufts in all the 
glomeruli appeared enlarged and compl-tely ischaemic. 
The lumina of the capillaries were narrowed or com- 
pletely occluded by swollen endothelial cells. The nar- 
rowed and empty capillary lumina resembled small 
vacuoles in solid looking glomeruli. With ROPS, pink 
staining delicate hyaline fibrils were seen traversing the 
lumina of the capillaries in a varying number of loops 
in most of the glomeruli. With routine H. and E. stain, 
the wall of the capillaries appeared thickened. However, 
with ROPS, the lamina densa (the proper basement 
membrane) of the capillary wall appeared normal in 
thickness and both its surfaces were covered by the cyto- 
plasmic extensions of the swollen endothelial and epithe- 
lial cells. The visceral epithelial cells were extremely 
swollen. The capsular spaces were narrowed and all con- 
tained some granular and hyaline material. A consider- 
able amount of granular material was present in most 
of the convoluted tubules. A few collecting tubules were 
filled with hyaline casts. The blood vessels did not show 
any change. 


DISCUSSION 


Involvement of renal glomeruli in eclampsia 
was noted by Pels-Leusden (1895), but Lohlein 
(1918)- was the first to describe the characteristic 
lesion in detail. ‘The latter observed thickening 
of the walls of the glomerular capillaries, ischaemia 
of the tufts, swelling of the visceral epithelial 
cells and slight increase in the number of the 
intracapillary cells. He suggested that the lesion 
resembled glomerulonephritis, but it was not the 
same. His observation was confirmed by Fahr 
(1920), who believed the lesion to be a degenera- 
tive alteration due to a toxin, presumably present 
in eclampsia. He called this lesion glomerulo- 
nephrosis. 

Bell (1932), who applied special connective 
tissue stains to twenty cases of eclampsia, attri- 
buted the narrowing of the capillary lumen to the 
thickening of the capillary basement membrane. 
He believed that the thickening of the glomerular 
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capillary wall described by earlier observers was 
due almost entirely to a massive thickening of the 
capillary basement membrane with only slight 
alteration of the epithelial cells. He described the 
thickened basement membrane as composed of 
parallel layers. He believed that this process was 
not a simple swelling but represented an increase 
in the substance of the basement membrane 
resembling the thickening of the elastic layer of 
the arteries in later life. 

Later, Bell (1947) agreed with the view of 
Fahr that the lesion was essentially degenerative 
in nature and could best be explained on the basis 
of a toxic substante circulating in the blood. He 
also observed that, besides the thickening of the 
baseinent membrane, an increase in endothelial 
cells and pressure by swollen epithelial cells con- 
tributed to the narrowing of the capillary lumen. 
Contrary to his previous observation, he found 
also the swelling of the visceral epithelial cells. 

Baird and Dunn (1933) confirmed Bell’s original 
finding of thickening and reticulation of the base- 
ment membrane of the glomerular capillary wall. 
They agreed with his previous contention that 
the lesion was essentially inflammatory in nature. 
They also observed that excessive swelling of the 
endothelial cells, sometimes, was definitely res- 
ponsible for the blockage of the capillary lumen. 

McManus (1950) observed vacuolation and 
reticulation of the intercapillary spaces and some- 
times of the adjacent endothelial cells of the 
capillaries. Contrary to the observations of the 
previous investigators, he denied thickening of the 
glomerular basement membrane. 

Allen (1951) contended that ischaemic glome- 
rulitis and diffuse and uniform thickening of the 
basement membrane were the most common 
lesions in eclampsia. He therefore called this con- 
dition ‘‘acute diffuse membranous glomerulo- 
nephritis’’. He mentioned also that this ‘‘nephri- 
tis’’ may be associated with focal fibrinoid altera- 
tion of the glomerular basement membrane. 

Jones (1951) stated that the glomerular lesion 
of eclampsia is primarily one of oedema in the 
intramembranous space. The oedema causes sepa- 
ration of the endothelial and the epithelial base- 
ment membrane, the two being connected by some 
extremely delicate connective tissue fibres. 

Rinehart and co-workers (1953) like Bell 
stressed the thickening of the basement membrane 
which they prefer to call endothelial membrane. 
They contended that the visceral epithelial cells 
are inconspicuous and their cytoplasm is reduced 
but shows some granular dispersion. 

Govan (1954) observed that the basement mem- 
brane is unaffected in eclampsia and the endo- 
thelial swelling is largely responsible for the 
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thickening of the capillary wall. In his opinion 
the mesangium is thickened and it appears fibril- 
lated and vacuolated. 

This survey may suffice to show that observa- 
tions and interpretations of the glomerular lesion 
in eclampsia are by no means consonant. Lohlein 
and Fahr described the thickening of the capillary 
wall but they did not comment on the nature of 
the thickening. Bell, Baird and Dunn, Allen, and 
Rinehart ascribed the thickening of the capillary 
wall to thickening of the basement membrane. 
Bell and Baird and Dunn believed that besides be- 
ing thickened, the basement membrane is split as 
well. The latter observation was not shared by 
Allen or Rinehart who believed that thickening 
was hyaline in character. On the other hand, 
McManus and Govan completely denied the 
thickening of the basement membrane. 

In our two cases, the glomerular capillary wall 
appeared thickened when stained with H. and E. 
However, with ROPS, the basement membrane 
was normal in thickness and splitting or reticula- 
tion was not seen. This finding is in agreement 
with the observation of McManus and Govan. It 
is contrary to those of other investigators. In 
both our cases, thickening of the capillary wall 
was due to swelling of the cytoplasmic extensions 
of the endothelial and epithelial cells covering 
both surfaces of the basement membrane. ‘The 
epithelial cells were more severely affected than 
the endothelial cells. 

There was no apparent proliferation of the 
endothelial cells though these were excessively 
swollen and their cytoplasm was pale and foamy. 
There was no infiltration with leucocytes, no sepa- 
ration of the layers of the capillary wall or any 
other evidence of glomerular nephritis. The nar- 
rowing or occlusion of the capillary lumen and 
the resulting ischaemia was due mainly to the 
swelling of endothelial cells. The basement mem- 
brane did not take any part in this process. 

With ROPS, pink staining hyaline fibrils were 
seen traversing the capillary lumen between the 
swollen endothelial cells in a varying number of 
capillary loops of the majority of the glomeruli. 
These fibrils resembled those observed in cases of 
acute diffuse glomerulonephritis. Govan, also, 
subsequently noticed the presence of such fibrils 
in glomerular capillaries in cases of eclampsia. It 
is conceivable that they played a role in the 
obstruction of the capillaries which resulted in 
renal failure. Presence of such fibrils had not 
been previously reported in eclampsia. It is 
possible, however, that these are the structures 
which were interpreted by Bell and Baird and 
Dunn as splitting and reticulation of the base- 
ment membrane. The origin of the fibrils was 
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not examined. It is possible that they were cast 
off by the swollen endothelial cells though plasma 
proteins may have taken part in their formation. 


Contrary to the observations of McManus and 
Govan, no alteration was found of the inter- 
capillary spaces in our cases. From the former’s 
figures 60 and 61, it appears that swelling of 
epithelial cells between the capillary loops were 
misinterpreted as swollen and oedematous inter- 
capillary spaces. 

The tubules of our two cases showed no specific 
or characteristic lesions. 

Clinical-pathological correlations—The obser- 
vations which have been presented here seem to 
show that renal failure in eclampsia is attributable 
to the disturbance in the function of the glome- 
ruli. Swelling of endothelial cells is followed by 
ischaemia and hence diminished filtration. The 
proteinuria in eclampsia is more difficult to ex- 
plain. No fibrinoid degeneration or any other 
alteration of the basement membrane which could 
account for its increased permeability could be de- 
monstrated microscopically. As hypoxia or anoxia 
cause increased leakage of protein, and ischaemia 
of the glomeruli is an outstanding feature in 
eclampsia, it may be safe to assume that protein- 
uria in this disease is caused by oxygen deficiency. 


SUMMARY 


1. The basement membrane of the glomeru- 
lar capillary walls is not thickened in eclampsia. 

2. Thickening of the capillary wall in this 
disease is due to swelling of cytoplasmic extensions 
of the epithelial cells and of the endothelial cells 
along both surfaces of the basement membrane. 


3. Ischaemia is due to occlusion of the lumina 
of the capillaries by excessive swelling of the 
endothelial cells. 

4. The development in the capillary lumina 
of fibrils, similar to those found in diffuse glome- 
rulonephritis, has been described. 

5. Renal failure in eclampsia appears to be 
due to swelling of both the endothelial and the 
epithelial cells of the glomerular capillary loops 
and subsequent glomerular ischaemia and dimi- 
nished filtration. 

6. Proteinuria in eclampsia appears to be the 
result of glomerular ischaemia, that is hypoxic 
or anoxic damage of the capillary walls. 
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EXPERIENCE WITH LIVER BIOPSIES 


N. N. GUPTA, M.p. (MED.), M.D. (PATH.), 
Reader, 


N. N. WIG, 
Research Scholar, Department of Medicine, 
AND 
K. C. AGARWAL, 
Lecturer, Department of Pathology, 
Medical College, Lucknow. 


Since the introduction of Vim Silverman 
needle (Tripoli and Fader, 1941) for liver biopsy, 
thousands of such biopsies have been done all 
over the world. We record our experiences with 
300 liver biopsies done over a period of four years. 
Attempts were made to perform biopsy on a 
variety of disorders in which some sort of liver 
pathology was suspected. Biopsy was performed 
only on those patients who had been admitted to 
the hospital in the department of medicine and 
who could be investigated from other aspects as 
well. Table 2 gives the clinical diagnosis of these 
cases. The histological study was made in the 
department of pathology where paraffin sections 
were cut and stained by haemalum and eosin, van 
Gieson’s stain for collagen and Wilder’s stain for 
reticulin. 

The method of approach was by the intra-abdo- 
minal route in cases of enlarged livers and inter- 
costal (transpleural route) in others. Biopsy was 
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often repeated, the maximum number in one case 
being six. At times if one attempt failed to 
secure a good piece a second or even a third 
puncture was made through the same wound 
without any untoward effect. 

The total number of biopsies attempted was 
305, but in 5 of these cases no piece could be 
obtained because the liver was markedly shrunken 
in 4 and very hard in one. In our experience 
failure to enter a small cirrhotic liver is not un- 
common specially with tense ascites ; in such cases 
we recommend that biopsy should be done after 
paracentesis. A sharp needle is essential for very 
hard liver. In 13 instances out of 300 biopsies the 
piece obtained was not found suitable for reliable 
histological report. 

Prothrombin estimations and bleeding tests 
were not done in every case as a routine measure 
and were only carried out in cases of jaundice or 
when a history of bleeding disorder was suspected. 
If needed vitamin K and calcium were admini- 
stered before the operation. We did not reject 
any case for biopsy on these grounds. 


COMPLICATIONS 


Pain was felt by all in varying degrees lasting 
from a few minutes to 24 hours but in none did 
it assume any serious proportions. Sborov and 
Blumberg (1953) have recorded severe breath- 
holding pleural pain, even panicky type in several 
of their cases and they have used tetra-ethyl- 
ammonium chloride 200 mg. i.v. to relieve this 
pain. We had no need for this procedure ; aspirin 
with codeine was our routine premedication. 
Collapse occurred in only one case 4 hours after 
biopsy but the patient recovered completely. 
Pyrexia upto 104°F was observed in about 3 per 
cent of cases lasting a few hours only and settling 
down without any antibiotics. Other ‘complica- 
tions like pneumothorax, visceral puncture, 
tumour seeding haemorrhage and biliary perito- 
nitis were not met with. 

Terry (1952) collected all available record on 
liver biopsies since 1939. A comparative study of 
his collection and a few others appearing later are 
tabulated (Table 1). 


TABLE 1 


Significant 
compli- 
cations 


Total 


Deaths 
biopsies 


Authors 


24 (0-32%) 
0 

2 (05%) 
2 (0-5%) 
1 (0-3%) 


Terry (1952) 10,600 3 
Deschamps & Steer (1952) 84 0 
Christian (1952)... 104 0 
Sborov & Blumberg (1953) 560 0 

0 


Present series (1955) an 300 
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(Table 2). 


From Table 2 it seems that a positive histo- 
pathological diagnosis could be expected in 243 
cases of which only 187 biopsies brought a fruit- 
ful result, i.e., liver biopsy could be said to be of 


Clinical diagnosis 


Cirrhosis liver ae 
Hepatomegaly with obs- 
cure diagnosis 


Malignant liver 
Infective hepatitis 
Acute hepatic necrosis 
Banti’s disease 
Kala-azar 


Liver abscess (amoebic) ... 
Amoebic hepatitis 
Lobated liver 


Ascites of unknown aetio- 


logy 
Cholangiohepatitis 


Myeloid leukemia 
Congestive heart failure ... 


Amyloidosis 
Tuberculous abdomen an 

tuberculous ascites 
Nutritional anasarca 
Anaemia 


Diarrhoea 
Chronic malaria ... 


Normal 


g 


= 


Diffuse 


fibrosis 


An analysis of the study of the 287 successful 
biopsies under review shows the relationship of 
the clinical diagnosis to the histological findings 
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value in only 77 per cent. Of this series in 58 
cases the diagnosis was either absolutely based on, 
or was altogether changed as a result of biopsy 
report—other methods having failed to give a 
diagnosis. 

Other observations in this series showed nutri- 
tional oedema without any histological change or 
alterations in the liver efficiency tests. Out of the 


TABLE 
Malignancy 

— 4 n 

bs Te Fe 2 


i 4 1 2 had yellow pigment in 
cells (Ceroid ?) 
1 1 2 1 — | do. 


1 No L.D. bodies found in 
any case. Indirect evi- 
dence of kala-azar by 
histology. 


owe -— None showed postnecro- 
tic hyperplasia. 


- i 2 

—_ 5 g° * This case was found to 
be of cholangiohepatitis 
on autopsy. 

ome — Only two showed chronic 
venous congestion. 

1 

_ 3 — 1 case of Cooley’s anaemia 
showed postnecrotic 
hyperplasia. 


— — Yellow pigment seen in 
cells (Ceroid ?) 


‘ 
4 
8 4 2 
4 7 2 1 -- ad 4 
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27 cases of malignant disease of the liver, 4 were of 
primary carcinoma i.e. 15 per cent. Amoebic in- 
fections of the liver in the series under review 
including those with tropical abscess did not do 
well on histological study. Out of 9 such cases 
only 2 could be confirmed by this method, though 
all were otherwise definite cases of amoebic infec- 
tion. Biopsies in kala-azar failed to demonstrate 
L. D. bodies even in a single case out of nine 
cases of the disease though 8 of them showed the 
organisms on sternal or spleen puncture. There 
was indirect histological evidence of kala-azar in 
all. 

On several occasions the cases of cirrhosis of 
the liver were admitted to the wards as hepato- 
megaly or jaundice or anasarca with no other 
physical signs. 

On biopsy they proved to be cases of diffuse 
hepatic fibrosis and subsequently developed a 
fullblown picture of cirrhosis liver. Thus a disease 
may present initially a deceptive clinical picture 
and a biopsy may be the only diagnostic method 
of study. On the other hand, several cases with 
fully developed clinical picture of advanced 
cirrhosis of the liver both in adults and children 
failed to show positive histological evidence of 
the disease even on repeated biopsy. This suggests 
that liver biopsy has only a positive value but 
none if the findings are negative. 


Biopsy from cases having lobated liver or very 
big nodules gave a histological finding of diffuse 
fibrosis in most cases. An analysis of the com- 
parative study of liver function tests and positive 
histological diagnosis is given in Table 3. 


TABLE 3 


No. of cases 
where full 

records are 
available 


Histological 


Liver function tests 
diagnosis 


Difluse hepatic 63 Cephalin-cholesterol floccula- 
fibrosis tion moderately positive 
(++) im 43 cases (74 per 
cent) and strongly positive 
(+++) in 33 cases (52 pef 
cent). 

Altered serum globulin-albu- 
min ratio becoming equal 
or reversed in 69 per cent. 

Other tests not of any consis- 
tent value, 

No test was of any consistent 
value. 


Malignant liver 24 
Fatty liver 25 No tests were of any value 
except occasional alteration 
in globulin :albumin ratio. 
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The relative frequency of histological lesions 
established by biopsy in the present series were : 

Diffuse hepatic fibrosis 72 ; malignant liver 27 
—(A) primary liver cell carcinoma 4 cases (15 per 
cent), (B) secondary tumours 23 cases (85 per 
cent): (1) metastatic adenocarcinoma 12 cases, 
(2) metastatic carcinoma 5 cases, (3) metastatic 
transitional cell carcinoma 3 cases, (4) metastatic 
squamous cell carcinoma 1 case, (5) metastatic 
melanoma 1 case ; (6) metastatic sarcoma | case ; 
fatty liver 23; zonal necrosis 11 ; cholangiohepa- 
titis 9 ; Kupffer cell hyperplasia 7 ; amyloid liver, 
venous congestion and leukaemia each 2. 


CASE REPORTS 

Case 1—A male aged 38 years, suffering from bilateral 
bronchiectasis of one year’s duration had no palpable 
liver but had anasarca. The liver function tests revealed 
thymol turbidity, 6 units; cephalin-cholesterol floccula- 
tion—negative; total serum proteins—4-9 g. per cent 
with albumin 26 g. per cent. Liver biopsy revealed 
normal lobular pattern with fatty change and focal 
necrosis. The branches of the hepatic artery showed 
amyloid deposit which could not be diagnosed clinically. 
‘There was no evidence of fibrosis (Fig. 1, vide Plate). 

Case 2—U. K., female aged 40 years was admitted 
for irregular pyrexia and dyspnoea off and on for three 
years with numbness of the legs and forearms for one 
year and a half. Clinically she was in poor general 
health with a 6 finger enlarged liver. It was smooth, 
hard but not tender. There was no ascites or anasarca. 
Lungs, heart and other organs were normal. Investiga- 
tions showed: R.B.C.—3-75 mill/c.mm., haemoglobin— 
8-20 g. per cent; stool—normal; urine showed a trace 
of albumin and hyaline casts; W.R. +++, Kahn 
+++; van den Bergh’s test negative; serum bilirubin 
less than 0-5 mg, per cent; cephalin-cholesterol floccula- 
tion test—negative; thymol turbidity—3 units; total 
serum proteins—6-2 g. per cent (albumin 4 g. per cent). 
Liver biopsy showed extensive deposit of amyloid mate- 
rial in the wall of the hepatic sinusoids with atrophy 
of the liver cells. No bile stasis was seen (Fig. 2, vide 
Plate). 

Case 3—A middle aged woman was admitted with 
fever, pain abdomen and ascites of one month’s dura- 
tion. The liver and spleen were not palpable. Clinical 
diagnosis was tuberculous ascites. The liver biopsy re- 
vealed extensive fatty change with focal necrosis. At 
one place the fat containing cells had coalesced to form 
a large fatty cyst which was surrounded by a foreign 
body type of giant cell and chronic inflammatory cells 
(Fig. 3, vide Plate). ; 


SUMMARY 


An experience with 300 liver biopsies is des- 
cribed. A correlation of clinical and histological 
diagnosis has been tabulated. Liver biopsy from 
the series seem to be of value in 77 per cent 


cases. Some interesting histological studies have 
been described. 
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Fig. 1—A typical glomerulus showing swelling of 
endothelial and visceral epithelial cells, narrowing of 
the capillary lumina and thickened capillary walls. 
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Fig. 2—Liver showing extensive amyloid deposit in the 
wall of hepatic sinusoids. Liver cells are compressed 
and atrophic ( H & Ex 450 ). 
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Fig. 1—Liver showing deposit of amyloid material in the wall 
of the hepatic artery and moderate fatty change ( H & E « 150 ). 


Fig. 3—Fat cyst in liver showing chronic inflammatory cells 
and giant cells surrounding a large fat cyst ( H & Ex 180 ). 
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Fig. 1—.An early case of tuberculous knee 

joint (A) treated with rest and antituber- 

culous drugs followed by the use of a 

caliper. There is full range of movements 
at the knee (B). 


Fig. 3—Anteroposterior view showing large paraspinal abscess at dorsal region 
before operation (A) and after operation (B). 
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Fig. 2— Advanced and neglected tuberculous disease of the elbow (A) and 
the type of results that can be obtained by judicious combination of 
surgery and antituberculous drug therapy (B). 


Fig. 4—An early case of tuberculous disease of 

the hip joint (A) treated by gentle traction 

followed by immobilisation. B and C show 
full range of movements at the hip. 


MUKOPADHAYA—Bone and Joint Tuberculosis—A Review of Present Position (pp. 453-63) 


ENGRAVED & PRINTED BY REPRODUCTION SYNDICATE, CALCUTTA 6 


roe A B A B 
4 
A B A 


JUNE 16, 1956 


CONCLUSION 


A positive histological report alone is of value. 
Even repeated biopsies may not suffice for a final 
diagnosis of the cause of hepatomegaly. Cirrhosis 
of the liver may present clinically a deceptive 
feature and biopsy may be the only method of 
diagnosis in the early stage. No definite correla- 
tion could be established between histological 
diagnosis and liver function tests. 
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SPECIAL ARTICLE 


BONE AND JOINT TUBERCULOSIS— 
A REVIEW OF PRESENT POSITION 


B. MUKOPADHAYA, o.cu.orTH. (L’POOL), 
F.R.C.S. (ENG.), 


Lecturer in Orthopaedic Surgery, 
P. W. Medical College, Patna. 


INTRODUCTION 


Tuberculous disease of bones and joints is by 
far the commonest variety of extrapulmonary 
lesion caused by the tubercle bacillus. The first 
medical knowledge of the disease begins with the 
Corpus Hippocraticum in which the deformity of 
spinal tuberculosis is described and the relation- 
ship with pulmonary disease suggested. The 
tuberculous nature of the disease was definitely 
established by the work of Delpech in 1816. 


The prevalance of osteo-articular tuberculosis 
depends largely upon the frequency of active 
pulmonary lesions in the population and upon the 
care with which proper preventive measures are 
used. To a certain extent it also depends on the 
consumption of milk from infected cattle. Osteo- 
articular tuberculosis forms the commonest cause 
of crippledom in childhood. It is by no means 
uncommon in adults and is seen quite frequently 
in elderly patients. It affects males and females 
with almost equal frequency. The hospital returns 
of our country are by no means an accurate index 
of the incidence of this variety of tuberculous in- 
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fection. The disease is often wrongly entered as 
non-specific arthritis. The only reliable figures so 
far available in the literature are those quoted by 
Lancaster in his book on “Tuberculosis in India’. 
From the figures he quotes, it appears that the 
incidence ranks almost at par with pulmonary 
tuberculosis. In the orthopaedic department of 
the Patna Medical College Hospital this type of 
tuberculous infection forms nearly 20 per cent of 
all orthopaedic cases inclusive of fractures. 


The importance of this disease is not to be 
measured merely in terms of its frequency of 
incidence. The disease usually runs a_ very 
chronic course and gives rise to very prolonged 
suffering. Left untreated, it carries a fairly high 
mortality. Treatment to be effective must be pro- 
longed and continuous. Recovery is almost always 
accompanied by some disability—the extent of the 
disability varying with the actual site of the 
disease. Until recently, a fair proportion of these 
patients died of the disease in spite of treatment. 
It causes a large amount of human suffering and 
a very severe economic loss to the community. 
For all these reasons this form of tuberculous in- 
fection deserves careful study and more attention 
than it has received in the past. 


PATHOLOGY 


Bone and joint tuberculosis is always a secon- 
dary lesion. The disease starts as a small focus 
of infection either in a bone or in the synovial 
membrane of a joint. From this focus the lesion 
spreads to involve all the structures of the joint. 
The process of involvement is characterised by 
formation of granulation tissue accompanied by 
rarefaction, destruction, abscess formation seques- 
tration, disorganisation of the joint and later on 
sinus formation with chronic purulent discharge. 
Sequestration is quite a frequent phenomenon 
though this aspect of the pathology has not been 
emphasised in the past. Tuberculous sequestra 
which consist of comparatively decalcified bone 
do not throw dense radiological shadows and are, 
therefore, liable to be missed in the x-ray. One 
of the most universal and characteristic features 
of the local pathology is the avascularity of the 
lesion from the very early stage. This avascu- 
larity is very marked in the latter stages of the 
disease when the blood supply of variable areas 
of the tissue may be completely cut off and thus 
tuberculous debris and dead pieces of bone may 
remain completely isolated from the circulation. 
It is on account of this avascularity that drugs 
administered parenterally cannot penetrate the 
local lesion in therapeutic concentration. 
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DIAGNOSIS 


Diagnosis in the early stages of the disease is 
often rather difficult. It is, however, essential to 
diagnose skeletal tuberculosis at as early a stage 
as possible. Recent experience with the use of 
antituberculous drugs holds out hopes of a major 
advance in the management of these cases pro- 
vided a diagnosis can be made in the early rela- 
tively vascular stage of the disease. It is also 
important to make the diagnosis with certainty 
as only then can a thorough and effective pro- 
gramme of treatment be instituted. Early diag- 
nosis usually requires institutional methods of in- 
vestigation. At this stage, x-rays are often nega- 
tive. Definite radiological signs appear only when 
the disease is fairly well advanced and causes a 
lesion of sufficient magnitude to give rise to a con- 
trast shadow. When suspicion is aroused on clini- 
cal grounds skiagram of bone taken by tomo- 
graphic technique may help to outline small areas 
of radiotranslucency and thus help to arrive at a 
diagnosis. However, in the majority of cases at 
this stage, the diagnosis can only be confirmed, 
if tubercle bacilli are recovered from material re- 
moved from the suspected tissue. Bone and joint 
tuberculosis being a chronic low grade inflamma- 
tion does not show all the classical features of an 
inflammation in balanced proportions. Usually the 
loss of function is the first symptom to appear and 
is affected to a much greater extent than the other 
signs and symptoms. Swelling, provided the 
lesion is in a clinically accessible area, is the next 
important physical sign. Pain when present, mani- 
fests itself more as a factor limiting function than 
as spontaneous pain. Rest often brings about a 
remission in these early symptoms. Fever, loss 
of weight, toxaemia, spontaneous pain, tender- 
ness etc. are comparatively late signs of this 
disease. Swelling, when visible and palpable is 
of a characteristic nature. It is soft, pulpy and 
gives the impression of gradually fading away into 
the surrounding tissues. The red cell count and 
haemoglobin may be slightly diminished due to 
secondary anaemia. The white cell count is 
usually normal but there is often an increase of 
lymphocytes at the expense of the polymorphs. 
In cases of acute forms of the disease, the absence 
of leucocytosis and a relative lymphocytosis helps 
to diagnose the condition. ‘The sedimentation 
rate is usually raised, sometimes to very high 
levels. A negative tuberculin test, when carefully 
performed and assessed, rules out the possibility 
of tuberculosis. None of these methods of investi- 
gations is of final diagnostic value. In all suspi- 
cious cases the following investigations must be 
performed : 

(a) Aspiration of the joint, if there is any fluid 
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in the joint or a needle biopsy of the suspected 
area. The material so removed must be submitted 
to culture for tubercle bacilli and guinea-pig 
inoculation. 

(b) A formal biopsy of the involved tissue as 
well as its regional lymph glands, whenever, 
available. Tissues removed from certain areas 
give a higher proportion of positive results than 
others. The material so removed must be sub- 
mitted to histological examination, culture and 
guinea-pig inoculation. The risk of sinus forma- 
tion following a formal arthrotomy for biopsy is 
negligible provided careful aseptic precautions are 
observed and the operation is performed under an 
umbrella of anti-tuberculous drugs. 


Diagnosis in the later stages of the disease is 
usually obvious. The clinical features and the 
x-ray changes at this stage are fairly characteristic. 
However, in some cases, difficulties of diagnosis 
may arise even at the late stages. In such cases, 
the same routine of investigation as is applicable 
in the early stages of the disease must be applied. 


‘TREATMENT 


Before treatment is undertaken, a careful and 
thorough search must be made for evidence of 
other lesions in the body, particularly lesions of 
the chest, abdomen and the genito-urinary tract. 
It has been our experience that other lesions may 
easily be present without any overt clinical 
evidence. It is also our experience that high 
fever, definite toxaemia, marked loss of weight 
etc. usually indicate the presence of some other 
active lesion in the body. Where secondary in- 
fection has supervened through a sinus, fever and 
toxaemia are, of course, common. 


Treatment to be effective must be based on a 
clear understanding of the intimate pathology of 
the lesion. The dominating fact about bone and 
joint tuberculosis is that it is a local manifestation 
of a general infection. Therefore, the mainten- 
ance and enhancement of the general resistance 
of the patient must always be one of the primary 
objectives of all methods of treatment. 


The second important factor in treatment con- 
sists of enhancing the local resistance to the in- 


fection. In the past this has been achieved by 
maintaining the involved area in prolonged, 
uninterrupted and continuous rest with relief from 
weight bearing on the lines first clearly enunciated 
by Hugh Owen Thomas. This method of treat- 
ment helps to localise the infection and bring 
about a very slow absorption of the tuberculous 
debris. The method has no direct effect on the 
control of the infection. Healing occurs by the 
slow and gradual development of acquired resist- 
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The verdict is unanimous... 


“Since Lente Insulin is the purest long-acting insulin yet developed, it should 
be used in every diabetic patient in whom :t achieves good clinical control 
in the absence of persistent allergy”. 
Edgar A. Haunz and Grand Forks, J.A.M.A., 
159: 1611-1618, 1955. 


“They (Lente Insulins) are prepared from recrystallised insulin and do not 
cause reactions even in patients who are sensitive to the ordinary soluble 


insulin”. 


J.D. N. Nabarro and J. M. Stowers, 
The Medical Press, Oct. 14, 1953, P. 371 


“There is no possibility of any allergy developing to it... it has been found 
not to produce any local reactions of fat atrophy even when injected in 
the same area repeatedly”. 


Daniel W. Ha 
The Journal of Louisiana State Medical 
Society, Vol. 106, No.10, 387, 1954. 


10 ml. vials of 40 I.U. per ml. 
10 ml. vials of 80 I.U. per ml. 
Insulin Novo Ultralente 

10 ml. vials of 40 I.U. per ml. 
10 ml. vials of 80 1.U. per ml. 
The usual lengths of action 
of the different types are: 
Insulin Novo Lente 

about 24 hours 

Insulin Novo Semilente 
about 12 hours 

Insulin Novo Ultralente 
over 30 hours 


- DUMEX PRIVATE LTD. 
Wavell House, 
Ballard Estate, 


The range of ORIGINAL DUMEX oe 
LENTE INSULINS consists of { 
Insulin Novo Lente ae ave 
10 ml. vials of 40 per ml. mi. vials an per ~ 
10 ml. vials of 80 I.U. per ml. 10 ml. vials o gi aes 
insulin Novo Semilente 10 ml. vials of 40 1.U. per mi. 
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TABLETS 


‘HERBOLAX ‘safe Laxative 


THE HIMALAYA DRUG CO., 251, ebaby Road, BOMBAY 
MAKERS OF THE WORLD'S PIONEER HYPOTENSIVe— SERPINA 


Distributors for West Bengal and Assam : M/S. DEY’S MEDICAL STORES PRIVATE LTD., 6/2 B, Lindsay Street, Calcutta-16, 


Asmac 


for the symptomatic treatment of 
BRONCHIAL ASTHMA 


Combines the sedative action of allobarbitone 
on the nervous system with 
the spasmolytic action of ephedrine and 
xanthine derivatives 
while extr. of ipecacuanha improves 
expectoration. 
Tubes of 20 tablets. 


Bottles of 100 and 500 tablets. 
Dr. A. WANDER 5S. A., BERNE - Switzerland. 


Sole Importers: 


Khatau Valabhdas & Company 


PHARMACEUTICAL DEPARTMENT 
Indian Globe Chambers, Fort Street, BOMBAY |. 
Branches at: Patna, Delhi, Kanpur, Madura, Madras, 

Secunderatad (Dn.) and Bangalore City. 
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ance against the infection. The local impediments 
to rapid healing are not removed. These impedi- 
ments consist of the relative avascularity of the 
lesion, the presence of large amounts of tuber- 
culous debris, presence of sequestra which are 
thoroughly impregnated with live tubercle bacilli 
and the specific de-ossifying nature of the infec- 
tion which suppresses osteogenesis. 

The results of conservative care, though a 
great improvement on early radical surgery, are 
not altogether satisfactory. In cases of involvement 
of one or other of the major joints, clearly 30 
per cent of the patients ultimately succumb to the 
infection in spite of treatment. This has fallen 
with the advent of specific anti-tuberculous drugs, 
though to what extent, it is still difficult to state. 
In those who respond satisfactorily to conservative 
care, the results are good in the sense that the 
patient survives and the disease becomes quies- 
cent, arrested or even healed. But there are 
certain shortcomings and evil consequences of pro- 
longed conservative therapy which were not fully 
realised in the past. ‘These are: 

1. The treatment is long-continued and un- 
economic. To be satisfactory, such treatment has 
to be carried out under institutional care with 
good nursing facilities. Unfortunately, no such 
institutions exist in our country and even if start- 
ed, they will be beyond the means of the vast 
majority of our patients who come from the lower 
income groups. 

2. Secondary physical complications frequent- 
ly occur as a result of prolonged, uninterrupted 
and continuous rest. The most serious of these 
consequences is damage to epiphyseal growth 
plates leading to shortening or deformity in the 
lower limbs. 

3. Extensive local destruction of tissue with 
ankylosis of a major joint results, causing serious 
loss of function. In the dorsal spine, gross defor- 
mity occurs in spite of every precaution. 

4. Operation is often necessary in the final 
stages to stabilise the results of conservative care. 

5. In neglected cases with multiple discharging 
sinuses conservative care has very little to offer. 
In the case of the peripheral joints of the limbs, 
such cases often used to require amputation. In 
the case of proximal joints like the hip or shoulder, 
pioneers like Gridlestone attempted radical local 
excisional surgery but these methods could hardly 
be considered elective procedures, but were rather 
surgery of despair. 

The advent of specific anti-tuberculous drugs 
has opened the prospects of an early cure, How- 
ever, the first reports on the value of these drugs 
were rather discouraging. Although the use of 
these drugs had a very salubrious effect on the 
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appetite and general condition of the patient, the 
pain and toxaemia were controlled rapidly, they 
failed to arrest the local spread and destruction 
caused by the disease, and had no material in- 
fluence on the period of treatment necessary to 
bring about healing of the lesion. Because of the 
avascularity of the lesion and the fact that a tuber- 
culous focus is usually isolated by a fibrous wall, 
drugs administered through the parenteral route 
cannot reach the centre of the diseased area in 
therapeutic concentrations. Even if administered 
locally through a sinus, the drug cannot be 
uniformly diffused and distributed into the inter- 
stices of the involved area. The dispersion of the 
drug is further hampered by the rigid and com- 
plicated structure of the bony tissue. Presence of 
sequestra which are completely cut off from the 
circulation form another obstacle to systemically 
administered drug therapy. 

That such are the obstacles to effective therapy 
is proved by the response observed in cases where 
the diagnosis is made in the very early stages of 
the disease while the lesion is still in its relatively 
vascular stage and necrosis and caseation have not 
taken place. In such cases anti-tuberculous drugs 
given in effective doses bring about a resolution 
of the infection with full restoration of function 
of the joint. Whether in such apparently cured 
cases the danger of recrudescence of infection re- 
mains, is still too early to state. However, such 
early cases are seen only infrequently in this 
country. At the early stage of the disease the 
patient must be put to bed and the limb suitably 
splinted. Gentle traction may be put on the limb 
to relieve muscle spasm. A thorough course of 
combined anti-tuberculous drug therapy should be 
started at once. Combined therapy reduces the 
chances of the emergence of drug-resistant 
strains of bacilli. 

For any of the major joints like the hip, knee, 
ankle, shoulder or elbow, the treatment should 
continue for 3 to 4 months. In the favourable 
case, local signs and symptoms like tenderness, 
swelling, pain or even limitation of movement 
disappear in 2 to 3 months. If the response is 
not quite satisfactory within a period of 6 weeks, 
it is to be assumed that the lesion is more advanced 
than judged at the initial assessment. X-ray and 
E.S.R. examination are to be performed at 4- 
weekly intervals to judge the progress. Where 
the response is not favourable, the case is to be 
placed in the second group of moderately ad- 
vanced cases and the treatment schedule re- 
adjusted accordingly. The total quantity of 
streptomycin administered can be spread out over 
a long period by giving either biweekly injections, 
or on alternate days. In the weight bearing 
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joints of the lower limb, bed exercises should start 
as soon as activity of the disease disappears. For 
an initial period of 3 to 4 months, the use of a 
weight relieving brace is useful and even essen- 
tial. In the case of joints of the upper limb, these 
precautions are not so essential. Such patients 
must be kept under close supervision following 
cessation of treatment as it is still difficult to say 
whether the disease is eradicated completely by 
this method. With this method, complete resolu- 
tion of the infection can be achieved, provided 
the diagnosis is made before avascularity of the 
lesion sets in (Figs. 1A and 1B, vide Plate). 

Once the disease has passed into the avascular 
stage, mere prolongation of the use of anti-tuber- 
culous drugs does not influence the local disease 
very favourably. At this stage, a pathway must 
be found to allow the drugs to get access to the 
diseased area in adequate concentrations. This 
can only be achieved by surgical intervention, In 
adopting surgery, the surgeon fears not so much 
the infection itself, as the inability of the tuber- 
culous soil to deal with secondary infection. There 
is also the danger of a general dissemination of 
the infection following surgical procedures. The 
success with anti-tuberculous drug therapy has 
now made it possible to make a planned attack 
on tuberculous lesions with relative safety. 

At the orthopaedic department of the Patna 
Medical College Hospital, over the past 4 years, 
surgery has been performed with increasing fre- 
quency in the management of these cases. 
Initially only cases with long-standing abscesses 
or sinuses in low and rundown general condition 
of health and often with more than one focus of 
disease were taken up for surgical treatment. 
Many of them were cases of a type in which 
amputations were unhesitatingly performed by 
the author himself some years ago. These were 
all very advanced and neglected cases with a pro- 
longed history of the infection—the duration of 
the disease varying from 1 year to 9 years and 
some of these had been at one time given up as 
hopeless subjects. A uniform routine procedure 
was gradually developed in the management of 
these cases. The patients were hospitalised 
3 weeks prior to the operation. Full investiga- 
tions were performed to get a complete assess- 
ment of the patient. When a major joint was to 
be tackled, arrangements were kept ready for 
transfusion of blood at the time of the operation. 
During this initial 3 weeks, the patients were 
placed on a high caloric diet containing adequate 
amounts of vitamins. This was supplemented by 
liver extract, iron and other haematinics when 
there was evidence of anaemia. In some very low 
cases, a number of small transfusions were given 
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prior to operation. ‘The patients were placed in 
complete bed rest and the involved area was 
suitably splinted. They were treated with | g. of 
streptomycin, 10 to 12 g. of P.A.S. and 200 to 
250 mg. of isonicotinic acid hydrazide daily. The 
dose was varied in accordance with the age and 
weight of the patient. After 3 weeks of this treat- 
ment, definitive surgery was performed. This 
consisted of 

1. Adequate exposure of the involved osteo- 
articular structures through the most direct route 
regardless of the situation of sinus or abscess. 
When the sinus was away from the line of inci- 
sion, the tract was thoroughly scraped out. 
Abscesses were thoroughly evacuated and the wall 
completely excised. 

2. Removal of all dead and necrotic tissues 
specially sequestrated pieces of bone. All diseased 
structures were excised except the blood vessels 
and nerves and muscles. Fascial structures, which 
appear to possess very poor resistance to tuber- 
culous infection were excised widely. Bone being 
expendable, fairly wide removal of the bone is 
performed aiming to reach uninvolved areas of 
the bone beyond the limits of the diseased area. 
Tuberculous myositis being almost unknown, 
an attempt was made to leave bleeding muscle 
tissue in the bed of the wound cavity wherever 
possible. 

3. Conversion of the avascular lesion into a 
vascular one, free bleeding during the time of the 
operation being encouraged. At the end of the 
operation, all bleeding points were carefully 
ligated. 

4. Thorough spraying of the whole surface of 
the wound with dry streptomycin powder, using 
upto 3 g. of streptomycin. 

5. Primary closure of the wound, leaving a 
thin rubber catheter in the depth of the wound 
through which anti-tuberculous drugs could be 
instilled locally during the post-operative period. 

6. Adequate splinting of the affected area. 
This was achieved by applying plaster of Paris 
spica at the end of the operation, the indwelling 
catheter being carefully covered with sterile 
dressing and left outside the plaster. 

The following post-operative 
followed : 

i. General treatment consisting of complete 
bed rest, good food with adequate quantities of 
vitamins and anti-tuberculous drugs as in the pre- 
operative period. 

ii. Daily instillation of 1 g. of dihydro- 
streptomycin sulphate dissolved in 4 c.c. of normal 
saline through the catheter into the wound. The 
dose was reduced in cases of children. This was 
done under strict aseptic precautions treating the 
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catheter as a part of clean surgical wound. This 
local injection was continued for 3 weeks. 


iii. The preliminary plaster was removed after 
3 weeks. The wound healed by primary inten- 
tion in almost every case. In a few cases there 
was a small collection of serosanguinous fluid 
along the track of the catheter. This was gently 
squeezed out at the time of change of plaster. 
Patients were not given institutional care but were 
discharged in plaster spica with instructions to 
carry on with rest and anti-tuberculous drug 
therapy for about 3 to 4 months, following opera- 
tion. They were instructed to report at once in 
case any untoward symptom, e.g., fever, pain, loss 
of weight etc. appeared. As a routine, they called 
after 8 weeks when the plaster was removed, the 
part x-rayed and the progress of recovery assessed. 
In some cases, e.g., excision of tuberculous ribs, 
recovery might be complete in 2 months from the 
time of discharge. In other cases, the patients 
were again put in plaster and asked to report 
after a further 8 weeks. 

The results with this form of management have 
been uniformly successful (Figs. 2A and 2B, vide 
Plate). This has been most so in cases who were 
acutely ill and run down before operation specially 
where anti-tuberculous drugs had not been used 


TABLE 1 


Age Duration 
Name _ and Site involved of disease 
sex in months 


R.N., 4M Rt. knee 24 
F.D., 22F Rt, shoulder bursitis 3 
ee igs F 5th and 6th rt. ribs 9 
B. P., 18 F Rt. shoulder 48 
B It. calcaneus 12 
N. D., 30F Lt. knee 36 
i? 19 F Lt. ankle 6 
H. D., 9F Rt. calcaneus 24 
S.M., 2M Rt. shoulder 24 
S.R., 40M Bursitis rt. shoulder 36 
M. H., 20 M Cold abscess It. thigh 4 
fis, 22 F Bursitis It. gluteal region 6 
10th, 11th and 12th It. ribs 6 
3M 10th and rt. ribs 4 
H. M., 12M Rt. hip 6 
K. A., 9M Rt. ankle 6 
14 F Rt. elbow 10 
K.D. lt. shoulder 2 
bY D., 5 F Rt. hip 12 
Lt. elbow 12 
K. B., 45M Lt. wrist 8 
Rt. hip 6 
8. D., 45 M Lt. tarsus 11 
P., 35 M Rt. 6th, 7th ribs 12 

5M Rt. elbow 7 


elb« aw 


Symphysis pubis 
26 F Scierosis 
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SHOWING RESULTS oF E.S.R. Estimation tn RADICAL ExcCistonay TREATMENT 


Pre-operative 
1 day before 4th 7th 14th 


for prolonged periods before operation. Where 
this had already been done, the response was not 
quite as satisfactory. This slower response in the 
patients who had had prolonged anti-tuberculous 
drug therapy before operation is probably related 
to the emergence of resistant strains of the 
organism. No opportunity was available to per- 
form routine drug resistance tests in this series of 
cases. The patients put on weight rapidly after 
the operation, the toxaemia disappeared, appetite 
improved, temperature settled down to normal 
where the patient was febrile before operation and 
the rapid change in the outlook of the patients’ 
condition was striking. In order to gain objective 
evidence of this rapid change, two series of cases 
where specially studied by estimating the sedi- 
mentation rate at fixed intervals following institu- 
tion of treatment and the analysis is given (Tables 
1 and 2). Whereas in the conservatively treated 
group of patients, the sedimentation rate came 
down very slowly and remained fairly high at the 
end of 6 weeks of treatment (Table 2), in the 
surgically treated group of patients, it returned 
almost to normal figures by the same date (Table 
1). This fall was specially marked in patients who 
initially had very high figures indicative of severe 
toxaemia. These figures of sedimentation rate 
were corrected for anaemia. 


E. S. R. in mm. per hour 


Post-operative 


42nd day 


72 84 80 56 14 

86 102 90 44 17 

46 53 44 34 12 

104 118 94 46 23 
51 a4 53 36 13 

78 87 82 64 19 

63 75 56 33 15 

98 102 OF 78 34 

8s 98 82 26 12 
72 88 86 28 10 

a4 116 56 28 17 

78 92 74 32 18 

66 52 20 15 

68 82 56 40 14 

110 130 92 58 24 
74 78 7i 56 32 

116 138 104 76 27 
67 79 64 26 12 

87 98 82 53 22 

110 132 102 .54 28 
120 138 108 42 30 
96 110 ofS 45 22 

48 57 46 24 9 

67 54 33 12 

112 OF 38 16 


: 
4 
| 

Pos 30 M It. hip 5 68 84 66 44 14 

P. D., 24 F Lt. elbow 24 88 Os 82 26 12 

K. 18 54 63 $7 24 
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Taste 2—SHOWING RESULTS OF E.S.R. ESTIMATION IN CONSERVATIVE TREATMENT 


E. S. R. in mm. per _ hour 

Before treat- 
ment 

1 day before 


Age Duration 
and Site of disease of disease ar 

in months After 
4th day 7th day 


treatment 
14th day 42nd day 


. knee, rt. lung 
. knee 
. hip 
. shoulder 
. elbow 
. talonavicular joint 
. hip 
. elbow 
. talonavicular 
. knee 
Both ankles 
. cuboid bone 


PRP ROM 


~ 


- hip 
. knee, It, chest 
knee 
. hip 
. ankle 
. wrist, 
It. ankle, 
It. 6th rib 
Rt. hip 
Rt. ankle 


— 


¢ncouraged by the strikingly good results in 
late and complicated cases, surgical treatment was 
undertaken in advanced cases of the disease even 
in the absence of complications like abscess or 
sinus. In these cases also the same routine of 
management is followed as in the complicated cases. 
There is still a strong prejudice against the use of 
surgical procedures in such cases. Our experience 
has been quite different. These patients stand sur- 
gery very well and the incidence of secondary in- 
fection in the wound has been extremely low. This 
may be the result of combined use of local and 
general anti-tuberculous drugs. So far there has 
been no case of sinus formation following opera- 
tion nor has there been any instance of general 
dissemination of the disease. 


Diseases at special sites are discussed below in 
some details : 


Spine—Early diagnosis of the spinal lesion 
is often impossible ; even when the condition is 
suspected, it cannot be localised with accuracy 
until abnormal radiological signs appear. In 
diseases of the Ist and 2nd cervical spine, accurate 
localisation on clinical signs is often possible. 
Cervical spinal disease is fortunately uncommon. 
Direct surgical attack at this site is technically 
difficult because of the comparative instability of 
this portion of the spine. Abscess when present, 
should be drained through a lateral approach and 


76 
68 
74 


on 


on 


the cavity scraped. Prolonged fixation and recum- 
bency on a plaster bed with a head-piece and 
brow-band are needed to achieve healing. The 
patient is handled very gently as careless move- 
ment or forcible extension of the spine may pre- 
cipitate quadriplegia. If paraplegia is present or 
supervenes and remains unresponsive to 8 to 12 
weeks of conservative care, then a laminectomy 
and a simultaneous double outlay bone graft gives 
the best chances of recovery. 

It is specially in dorsal spinal disease that an 
intelligent combination of surgery and anti-tuber- 
culous drug therapy has produced an entirely new 
outlook in what has hitherto been a dire and in- 
tractable condition requiring usually two or more 
years of recumbency and even so, very often lead- 
ing to considerable deformity and disability. This 
is specially true of children where the disease may 
destroy anywhere upto 6 or 8 vertebrae and cause 
very gross degrees of deformity. Mortality in 
dorsal spinal disease is fairly high and paraplegia 
specially in upper and middorsal disease very 
common indeed. In untreated cases the incidence 
is as high as 30 per cent in our series. In the 
lumbar and the cervical regions, the pus may some- 
times track away from the affected vertebrae. In 
the thoracic spine, however, it usually remains pent 
up as a persistent paraspinal abscess. In the early 
stages such pus is under considerable tension and so 
destructive of healthy bone in its neighbourhood, 


Name 
re A., 13M 18 76 72 56 
3 68 64 54 
2 74 70:5 52 
50M 8 84 82 60 
oe D., 30F 48 56 58 rT 50 42 
ae P., 34M 4 62 62 54 48 
Ss. 12 60 60 58 44 
7 D., 40F 12 58 58 56 46 
.% S., 36M 6 64 64 62:5 40 
ay S., 18M 36 54 54 52 46 
ra M. 5M 15 66 66 66 62 52 
S., 60M 2 42 42 42 40 38 
% m.S., 26M _ Lt. knee 24 44 44 44 40 34 
7 .S., 60M Lt. wrist 6 52 52 52 40 32 
Lt. hip 6 62 62 62 58 42 
e. ~ Le OF 1% 70 70 70 66 60 
i K., 5M 24 65 65 65 62 54 
.M., 40M 2 78 78 78 74 58 
N. 5M 12 54 54 54 52 52 
5 42 42 42 40 38 
24 66 66 66 62 50 
8M 4 40 40 40 38 36 
Wee M., 46M 2 48 48 48 44 38 
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At operation, it can be very easily demonstrated 
that pressure in this abscess cavity rises with res- 
piratory movements as well as with movements of 
the spine. Posterior spinal fusion in the presence of 
such abscesses, has no curative effect on the heal- 
ing of the lesion. As a matter of fact, it is our 
impression from a rather short series of cases that 


in these patients. 

Costotransversectomy, drainage of the abscess 
and excision of the necrotic tissue should be done 
as a routine in such cases. This, in our opinion 
is even more urgent in children than in adults 
because dorsal spinal disease is most destructive 
in children. This destructiveness may be related 
to the preponderance of cartilage in the spine of 
children. Following surgery the disease usually 
heals in 3 to 4 months and bony fusion between 
the vertebrae is usually achieved (Figs. 3A and 3B, 
vide Plate). This is in contrast to the results of 
conservative therapy where dorsal disease usually 
heals by fibrous ankylosis and has a strong ten- 
dency to attacks of recrudescence and almost 
always requires a fusion operation to stabilise the 
results of conservative therapy. If bony anky- 
losis does not occur, spinal operation may still 
be needed. In our series we have a number of 
patients who have been under conservative treat- 
ment for periods of 5 to 6 years with persistent 
discharging sinuses and dorsal spinal disease, who 
have now healed with firm bony ankylosis follow- 
ing adequate surgery and are free to move about. 
Such results are extremely encouraging. In 
lesions of this site, it is safer to advise the patient 
to use a posterior spinal support for a prolonged 
period after discharge from hospital. 

Disease of lumbar spine has a strong tendency 
to spontaneous bony ankylosis and is usually rela- 
tively benign in its course. However, abscess 
formation and sinuses are common and the dis- 
ease runs a protracted course. Sound healing with 
minimal deformity can be achieved in a fraction 
of the time previously required, if the abscess is 
drained and the necrotic tissues removed surgi- 
cally. The healing in this case is usually by bony 
ankylosis and secondary spinal fusion is hardly 
ever required. These patients should use a support- 
ing belt during the period of convalescence. 

Paraplegia is considered separately as this 
forms the most serious complication of osteo- 
articular tuberculosis. It is now established that 
the usual cause of paraplegia in spinal tubercu- 
losis is a mechanical pressure on the spinal cord. 
This compression is brought about by a combina- 
tion of factors—by granulation tissues, by the 
hydrostatic pressure of a tense paraspinal abscess, 
by caseous matter inside the spinal canal and 
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necrotic intervertebral discs, sequestrated bone or 
actual displacement of bone. Weight bearing and 
activity has an important role on the incidence of 
paraplegia. In our series of cases, there has been 
very few cases of paraplegia while the patient has 
been under treatment in strict recumbency. The 
few cases which have developed a paraplegia while 
under treatment have all been cases of cervical 
tuberculosis and the paraplegia has supervened on 
careless movements of the spine while turning the 
patient in the plaster bed or while manipulating 
the spine under anaesthesia for application of 
plaster. In untreated cases, specially of dorsal 
spinal tuberculosis, the incidence of paraplegia is 
as high as 30 to 40 per cent. That mechanical 
pressure is the cause of paraplegia can be demon- 
strated by myelograms. 

From the therapeutic standpoint, the problem 
in paraplegia is to know as to what degree and 
duration the cord can tolerate compression before 
serious and permanent changes occur and also to 
appreciate to what extent mechanical compression, 
as distinct from the effects of extradural tuber- 
culous infiltration, is causing interference with 
cord function. In the absence of exact knowledge 
regarding the pathological details round about the 
cord, it is better to open and see rather than to 
wait and watch. Lack of response or further 
deterioration in the paraplegia in spite of efficient 
conservative care is an unfavourable sign and calls 
for reconsideration of the therapeutic regime. 
The conservative treatment, once paraplegia is 
progressive should not be persued too long. Under 
such circumstances the logical treatment is to re- 
move the cause of the compression. If improve- 
ment does not occur with 8 weeks’ strict recum- 
bency in a plaster bed, surgery should be resorted 
to. In the presence of antituberculous drugs, sur- 
gery for this condition is reasonably safe. 

Three types of operative procedures have been 
recognised : 

a. Costotransversectomy. 
b. Anterolateral decompression. 
c. Laminectomy. 

Selection of cases as to one or other of the 
three of the above mentioned procedures is not 
always easy. In our opinion, laminectomy is not 
justified in Pott’s paraplegia except in laminar 
disease, in the comparatively rare ‘‘spinal tumour 
syndrome’”’ type of cases and in cervical disease. 
In disease of the vertebral body, the cause of 
pressure always lies anteriorly and the integrity of 
the bony spine depends on the spinous processes 
and the laminae. There is a tendency for the 
theca to herniate backwards following laminec- 
tomy. Hence, laminectomy should be reserved for 
the types of cases mentioned above. Where lami- 
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nectomy is performed for cervical caries associated 
with paraplegia, this must be combined with 
double onlay grafting of the spine followed by 
Minerva plaster jacket. The immobilisation may 
have to be maintained for 4 to 6 months. 

The choice between costotransversectomy and 
anterolateral decompression in an individual case 
is often a very difficult one. Theoretically the 
latter operation is the more logical as in this case 
the actual cause of pressure is removed under 
direct vision and the cord decompressed but the 
operation is a fairly major procedure and requires 
first-class anaesthesia. The great advantage of 
costotransversectomy is its simplicity and ease of 
performance. The great quality of anterolateral 
decompression is that it relieves the paraplegia and 
also checks the further progress of the disease. 

For comparatively early cases of paraplegia 
unresponsive to 6 to 8 weeks of strict conservative 
care, where a tense paraspinal abscess is seen in 
the skiagram, costotransversectomy should be 
tried as a preliminary measure. In long standing 
cases or cases of paraplegia of sudden onset, antero- 
lateral decompression is the procedure of choice. 
In a few cases of the first group, recovery may 
fail to occur inspite of costotransversectomy. In 
that case, after a trial of 6 weeks strict recum- 
bency in a_ plaster bed, anterolateral decom- 
pression should be performed. 

Sacro-iliac — Sacro-iliac tuberculosis has 
in the past been regarded as one of the more 
serious manifestations of the disease. Abscess 
formation and sinuses appear early and the pre- 
sence of other associated tuberculous lesions is 
common. The mortality in the presence of sinuses 
or complicating lesions has been fairly high. 
Treatment has been difficult and usually rather 
prolonged. All that aspect is changed, now that 
surgery can be performed with safety in these 
patients. As soon as diagnosis is made, it is best 
to prepare the patient for operative treatment. 
This is done by a posterior approach, the joint is 
exposed through a window in the iliac bone and 
the diseased and necrotic tissues removed. The 
cavity left at the end of the operation may be 
packed with fresh cancellous chip grafts. The 
lesion heals with bony ankylosis within 3 to 4 
months. The use of a firm pelvic belt during the 
convalescent period is helpful. 

Hip—In cases of hip disease, two groups of 
cases are to be considered: (a) Cases in which the 
disease is fairly well advanced but is limited to 
the synovial membrane and x-ray does not show 
any destructive lesion of the bone and (b) more 
advanced cases where the joint is damaged and 
erosion of the bone is present. ‘This group in- 
cludes the late cases with abscesses, sinuses, defor- 
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mity and even pathological dislocations. In the 
first group, where diagnosis may have to be con- 
firmed by a joint or inguinal or pelvic gland 
biopsy the treatment should start with systemic 
drugs and traction in recumbency. This treat- 
ment should be continued for six weeks, after 
which careful reassessment is done. If signs of 
activity of the disease still persist or if during 
this period of treatment there is evidence of pro- 
gress of the lesion then a synovectomy through an 
anterior approach should be performed. This may 
help to save the joint from destruction and pre- 
serve a good range of movement at the hip with- 
out interfering with the stability of the joint. 
These ‘patients, during the convalescent phase, 
must be fitted with patten-ended weight relieving 
calipers for a period of 4 to 6 months. 

In more advanced cases, surgery must be more 
extensive. This will mean excision of all thick- 
ened, inflamed and congested synovial membranes, 
the whole of the head and neck of the femur, 
portions of the acetabulum and any other tissues 
that appear involved on naked eye examination. 
If any abscess exists, in relation to the joint, that 
also must be excised. Sometimes an intrapelvic 
abscess may have to be evacuated through the 
acetabulum. In some cases the synovial mem- 
brane is an inch or more in thickness and appear 
to have extended to all parts of the joint. For 
such extensive excisions, Gibson’s approach gives 
a better exposure than the common anterior Smith 
Peterson’s approach. It is important that the 
whole of the neck of the femur down to the inter- 
trochanteric line should be removed. 

During the convalescent period it is advisable 
to use a caliper for a period of 3 to 4 months. In 
a few cases, specially in children, a flexion adduc- 
tion deformity may develop after the operation. 
This is rare if the patient is maintained in a 
plaster hip spica in slight abduction for 3 to 4 
months following operation. If deformity occurs, 
corrective osteotomy is indicated. 

The results in children are excellent (Figs. 4A, 
4B and 4C, vide Plate). Some shortening of the 
limb occurs but this can be easily compensated by 
raising the heel of the shoe on the affected side. 
Hip instability is not very common and when pre- 
sent, can be greatly improved by a course of re- 
medial exercises designed to improve the power 
of the abductors. The joint may retain a fair 
degree of mobility following the operation. More- 
over, it eliminates the danger of premature fusion 
of the epiphysis round the knee joint, which leads 
to marked shortening—a most serious complica- 
tion of conservative therapy. The operation is 
equally successful in adults but stiffness of the 
joint is nore common. This regime gives better 
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results in a shorter time and is less likely to cause 
stiffness of the knee than the orthodox methods 
which require prolonged immobilisation followed 
by arthrodesis. 

Knee—Preservation of movements at the 
knee is very essential for Indian patients because 
of their sitting habit. The disease quite often 
starts in the synovial membrane and remains 
limited to it for quite a long time without causing 
any destructive involvement of the bone or arti- 
cular cartilage. It is always worthwhile doing a 
biopsy of the joint in these cases not only to esta- 
blish the diagnosis but also to get a visual picture 
of the stage of the disease. We have been often 
surprised at the relatively advanced nature of the 
local lesion with caseation and abscess formation 
in patients who have come with a short history of 
onset, where the skiagram appears normal except 
perhaps for a slight degree of general rarefaction, 
where the lesion appears slight and very little 
limitation of movement is present. The routine 
we follow is this: As soon as a suspicion of tuber- 
culous synovitis arises, the patient is placed on 
bed rest with gentle traction on the limb on a 
Thomas knee splint. A formal biopsy is _per- 
formed after 3 weeks’ treatment on anti-tubercu- 
lous lines. If on opening the joint the lesion is 
found to be fairly advanced without involvement 
of the bony structures, the biopsy is extended to 
a formal synovectomy. The synovectomy is per- 
formed through a long Fisher type of parapatellar 
incision and this does not damage the stability 
of the joint to any material extent. With this 
type of treatment many joints which would have 
otherwise ended up in ankylosis can be perserved 
with a fairly good range of movement. Following 
the synovectomy conservative care must be conti- 
nued for 3 to 4 months, after which active exer- 
cises in bed should be started. Initially a period 
of walking in a caliper is always a safe procedure. 
In about 6 months, the patient is free to walk 
about, without any support. Some limitation of 
movement may remain in spite of this method of 
treatment, even so the movement that is preserved 
is of great advantage. 

In the more advanced cases of knee tuberculosis 
where the articular structures are damaged and 
restoration of a useful range of movement at the 
joint is impossible, an excision arthrodesis should 
be performed after a preliminary period of con- 
servative care. Where excision arthrodesis is 
aimed at, we prefer to leave the joint in a position 
of fixed flexion deformity prior to operation. In 
the presence of a fixed flexion deformity, a wedge 
of bone is removed, inclusive of all the articular 
cartilages, the base of the wedge being directed 
forwards and the apex pointing into the popliteal 
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space. At the end of the operation, the bone ends 
fit into each other with a certain amount of pres- 
sure and this facilitates quick bony fusion. Bone 
grafts may be placed through the rawed surfaces 
to promote bone formation. When the joint has 
no flexion deformity, excision should be combined 
with cancellous chip grafts placed between the 
ends of the tibia and femur. My experience with 
Charnley’s compression arthrodesis has not been 
very encouraging. With this method, the knee 
has a tendency to fuse in full extension or even 
hyperextension and infection of the pin tract is a 
complication which often one has to contend with. 

The problem of performing excision arthro- 
desis in young children before the growth cartil- 
ages have fused, is a vexed question. With care 
and gentleness, it is possible to perform the opera- 
tion without damaging the growth cartilages, the 
integrity of which should be carefully maintained. 
With active infection in the joint, the tissues in 
the surrounding areas are congested so a sub- 
periosteal separation is reasonably easy and can 
be performed without causing damage to the 
growth cartilages. 

Ankle—It is in ankle tuberculosis that the 
change brought about by the present method of 
management is shown to its best advantage. 
Ankle tuberculosis in adults and elderly patients 
has, in the past, been considered a rather serious 
form of the disease. In untreated cases it caused 
fairly high mortality and even with treatment, 
amputation had to be performed in quite a high 
percentage of cases. In our series of cases, there 
were over 20 amputations for ankle tuberculosis 
between 1949 and 1952, before excisional surgery 
was introduced. Since then no amputations have 
been performed for ankle joint disease. We have 
had no cases of really early disease where healing 
with restoration of movements at the joint has 
been possible. Majority of our cases have been 
late neglected ones, who have come _ with 
advanced destructive lesions, deformity, and often 
with multiple sinuses. The excision here is per- 
formed through a lateral approach. The lower 3 
to 4 inches of the fibula is removed and the joint 
exposed through the lateral aspect. The synovial 
membrane and all the affected tissues are excised 
from all aspects of the joint. In some cases it 
becomes necessary to make a medial approach as 
well, in order to remove the involved soft tissues 
from the medial aspect of the joint. A complete 
osteotomy of the medial malleolus helps to force 
the raw ends of the bone together. The involved 
erticular ends of the bone are completely removed 
and the whole leg is advanced forwards on the 
talus so that the leg lies in a more central position 
over the foot. This renders the walking a little 
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better with an ankylosed ankle joint. It is better 
to pack up the space left at the end of the opera- 
tion with cancellous bone grafts as otherwise anky- 
losis may fail though the disease heals and in a 
few cases we have had to perform a secondary 
arthrodesing procedure. With this method of 
treatment we have been able to avoid amputations 
even in the worst type of cases and a successful 
bony fusion of the joint has been achieved. This 
outcome is radically different from what has been 
the accepted method of management in ankle 
tuberculosis for many years. Excision can be 
successfully performed even in children but here, 
the presence of the growth cartilages of the lower 
ends of tibia and fibula somewhat complicates 
the surgical approach to the joint. In such cases 
it is better to approach the joint through anterior 
and posterior routes to avoid damage to the growth 
cartilages. 

Foot—The disease is usually localised to 
one or the other bone of the foot. Thorough exci- 
sion of the bone, even in the very late stages with 
abscess and sinuses, brings about healing of the 
lesion within a few weeks. Since the introduction 
of excisional surgery, we have not performed any 
amputations for foot disease. Sometimes the 


patient has to be fitted with special shoes after 


healing occurs. In some cases there is a wide- 
spread low grade infection of the foot. In such 
cases, it is difficult to decide which parts and areas 
of the foot are to be excised. Prolonged splint- 
ing and anti-tuberculous drug therapy still form 
the sheet anchor of treatment. In young children 
excision of the bony nucleus of the foot bones 
can be performed without damaging the cap of 
growing cartilage round the nucleus: hence 
growth of the foot bones may be maintained in 
spite of the comparatively extensive resection. 

Shoulder and elbow —Contrary to the 
joints of the lower extremity, where stability 
forms a prime consideration in assessing end re- 
sults, in the shoulder and the elbow, mobility is 
essential if treatment is to be really satisfying. 
When the disease is diagnosed relatively early 
and the lesion though advanced, is mostly limited 
to the synovial membrane, very good results can 
be obtained by thorough synovectomy combined 
with curettage of any localised areas of bony 
involvement. This is followed by a period of 2 
to 3 months rest and provided the articular cartil- 
ages are undamaged, the joint escapes with a good 
range of movement. Following this treatment, a 
period of graduated exercise is mecessary to 
restore function in the joint. 

When the bony and articular structures are 
more extensively involved, a thorough excision of 
the involved ends of the bone must be performed 
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leaving raw, bleeding, relatively healthy bone 
ends. Such excision, when carefully performed, 
leaves a mobile joint. In the elbow joint the re- 
sults are most gratifying. The results of elbow 
excision for stiff elbows following injuries are not 
satisfactory as myositis ossificans often spoils the 
results of a successfully performed operation. In 
these cases, the presence of tuberculous infection 
suppresses the osteogenetic property of the tissues 
and thus post-operative myositis and ankylosis 
do not occur. With careful rehabilitation exer- 
cises these joints can develop a very useful range 
of controlled movements. The same considerations 
apply to the shoulder joint. 

Wrist—Tuberculous involvement of the wrist 
joint proper is comparatively rare. The disease 
usually starts in the carpus and from there reaches 
the wrist joint. It also has a tendency to involve 
the common tendon sheath on the anterior aspect 
of the joint. Here also early synovectomy with or 
without removal of portions of the carpus and the 
lower ends of radius and ulna gives satisfactory 
results. Removal of some of the carpal bones 
leaves a joint that looks like and functions rela- 
tively normally. Where the whole carpus has to 
be sacrificed, the excision can be combined with 
an arthrodesing procedure. 

Shafts of bone—Ribs, sternum, clavicle, 
fibula, lower end of ulna, metacarpals, digits, 
metatarasals—in these situations excision is 
usually the treatment of choice leading to rapid 
healing without any appreciable interference with 
function. 


CONCLUSION 


The discovery of various specific anti-tuber- 
culous drugs has opened up a new era for surgery 
in bone and joint tuberculosis. Judicious combi- 
nation of surgery with drug therapy can bring 
about quicker healing of the disease. Destruction 
and deformity are much reduced and movement 
can often be restored to the affected joints. How- 
ever, the general treatment of the patient still 
remains of paramount importance. Early diagnosis 
is important as only then can these drugs be used 
to the best advantage. 


ACKNOWLEDGMENTS 


I wish to thank Col. D. P. Nath, Director of Health 
Services, Bihar and Dr. Md. Imam, Superintendent, 
Patna Medical College Hospital, for allowing me to use 
the hospital case records. Dr. Imam has been generous 
with the supply of drugs to make the investigation of 
operated cases successful. The observations on E.S.R. 
changes were carried on under a grant from the Bihar 
Board of Medical Research, to whose President and Sec- 
retary I am indebted. I gratefully acknowledge the 


a. 
= 
fe 


June 16, 1956 J. L M. A. Advertiser = xxi 


\\ 


Yj 4 


WY 
MY 


Jj. GEIGY S. A_,BASLE. 
AMALGAMATED CHEMICALS AND % 
DYESTUFFS COMPANY, PRIVATE LIMITED, 


P. Box No. 965, Yj 

BOMBAY. 

5 


for Anaemias & 
General Debility etc. 


Each c. mixed solution (12 ¢. ¢. from each) 


VITAMIN Big... 50 ug. Vitamin By ............... 26 mg. 
SUPPLIED 2 Betain H. Citrate...... 26 mg. 
TO ENSURE THE STABIL/TY. .  Chlorobutol‘as preservative 0°5% 


Yj Yj 
Yj 
Y antiphlogistic antipyretic 5 
| \e 
& Made in Switzerland by: tj 
SERRE - 
LA 
GR 
SR 
UNICHEM LABORATORIES, BOMBAY 26. 


xxiv J. L. M. A. Advertiser 


‘Banocide’ in Filariasis 


The Malaria Institute of India have recommended diethylcarbamazine for mass 
treatment and prophylaxis in the national campaign against filaria. ‘Banocide’ 
brand diethylcarbamazine acid citrate, from extensive clinical trials and use over 
several years, has become established as the most effective agent against filaria yet 
discovered. Whether for mass populations or individual patients ‘Banocide’ cons- 
titutes an effective, safe and easily administered method of treatment. ‘Banocide’ 
is Issued as 50 mgm. compressed product in containers of 20, 100 and 1000; 
and, for children, as ‘Banocide’ brani Syrup, 30 mgm. per c.c. in bottles of 3 fl. oz. 


‘BANOCIDE? 


acio 


BURROUGHS WELLCOME & CO. (INDIA) PRIVATE LTD., 
POST BOX 290, BOMBAY. 


q 


JUNE 16, 1956 


help received from my successive assistants without 
whose co-operation and constant assistance the work 
could not be carried out. I like to thank specially Drs. 
N. K. Mishra and S. S. Sen for their unfailing assistance. 
I also wish to thank the Radiologist and the Professor of 
Pathology for their unstinted help in this work. 


REFERENCES 


BoswortH, D. M.—Bull, New York Acad, Med., 27: 
42, 1951. 

CALVE, J.—Rev. Lelge tuberc., 29: 187, 1938. 

CLEVELAND, M.—Surg. Gynaec. and Obst., 61: 503, 1935. 

ERIACHER, P. J.—J. Bone & Joint Surg., 16: 536, 1935. 

HANDERSON, M. S.—Minnesota Med. 15: 141, 1982. 


Pumps, G. W., Proritt, M. M. anp Jerrerson, N. C.— 
S. Nat. M. A., 42: 199, 1950. 


WILKINson, M. C.— Pathogenesis and Treatment of 
Skeletal Tuberculosis (Hunterian Lecture)—Ann. Roy. 
Coll, Surgeons, England. 4: 168, 1949. 


CASE NOTES 
INTUSSUSCEPTION IN ADULTS 
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Intussusception in adults is rare (Macnub, 1948). Of 
all cases 4:5 per cent occurs in adults; 80 per cent in 
infants below the age of two years. At the Cleve- 
land Clinic, during a period in which 430,000 new 
patients were registered only 15 cases were recorded 
(Brown and Michels, 1952). At the J. A. Group of 
Hospitals, Gwalior, during the last five years only 2 
cases have been recorded out of 21,000 registered for 
treatment. 


In its commonest form in the adult it probably occurs 
in the colon as a complication either of a benign sub- 
mucous tumour or of a carcinoma in the wall protruding 
into the lumen and acting as a foreign body, or the 
neoplasm produces obstruction and in an attempt to over- 
come it an intussusception results. In these cases though 
easily reducible it is sometimes recurrent. Carcinoma 
of the colon may present as a tumour that varies from 
day to day in size by reason of the secondary intussus- 
ception which it invokes. 


Familial intussusception due to familial polyposis in- 
testini is well known for repeated attacks (Aird, 1953). 
In one family as many as nine resections for intussuscep- 
tion were recorded. 
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Donhausser and Kelly (1950) who culled 665 cases 
of adults from the literature from 1900 through 1947 
have listed the following cases; 


Causes Number of cases 


Benign tumours ... 
Malignant tumours ion 
Associated with a Meckel’s diverticulum 43 
Pre-existing gastro-enterostomy OF 
Miscellaneous causes 
Primary 


The commonest variety of intussusception in adults 
Ileocaecal variety occurs in about a third 
of the cases. Enteric intussusception which probably 
seldom occurs in infants does occur in adults, but is 
rare. The following case reports are therefore of con- 
siderable interest. 


is ileocolic, 


Case REPORTS 


Case 1—S. S., male, aged 52 years, was ad- 
mitted on 14-9-54, with the complaints of severe 
pain in the abdomen of six days’ duration ; abso- 
lute constipation for two days and vomiting one 
day. 

There was no relevant past or family history. 

On examination the patient was moderately 
built but poorly nourished. The tongue was 
coated and dry. The pulse was 128 per minute 
and of low volume and tension. Respiration—24 
per minute; temperature—99°F.; B.P.—110/66 
mm. of Hg. 

There was generalised distension of the abdo- 
men. Movements of the adbomen on respiration 
were sluggish. A ladder pattern was visible. 
There was generalised tenderness and no lump 
could be felt. There was no evidence of free fluid 
in the peritoneal cavity. On auscultation the 
abdomen was silent. 

There was evidence of bronchial breathing 
with bronchophony at the right infraclavicular 
zone, suggesting the presence of a cavity in the 
lung. All other systems were clinically normal. 

On rectal examination the prostate was found 
to be enlarged and firm, and no lump could be 
felt in the rectum or the rectovesical pouch. 
There was no blood on the examining finger. 

A diagnosis of acute intestinal obstruction was 
made. It was considered that there was small 
gut obstruction, most probably due to tuberculous 
adhesions. 

Management—A soap and water enema gave 
good result. The distension was partly relieved 
and the patient felt slightly less distressed. 
Gastric suction by an indwelling Ryles’ tube was 
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commenced and a 5 per cent intravenous glucose 
drip started. Patient passed another motion two 
hours later. The patient soon became more rest- 
less and had acute abdominal pain. A laparotomy 
was decided upon. 

Operation notes—Under spinal anaesthesia, the 
abdomen was opened through a right paramedian 
incision. On opening the peritoneal cavity dis- 
tended loops of small intestine presented in the 
wound. These showed evidence of miliary 
tubercles on the serous surface and circumferen- 
tially placed ulcers. There were no tubercles on 
the peritoneum itself. On further exploration it 
was detected that most of the small gut was 
riddled with such ulcers and hardly any length 
of the gut appeared normal. The caecum was 
found to be empty. A collapsed loop was traced 
up, the obstructed segment located and brought 
out of the pelvic cavity. It was then detected that 
an enteric intussusception was present. As this 
loop of intestine was being brought out of the 
abdominal wound it gave way at its neck and 
there was some faecal discharge. On inspection 
of the gut the intussusceptum obviously appeared 
to be gangrenous. Though the condition of the 
patient was weak, a resection with end to end 
anastomosis of the small gut was performed. 
Considerable difficulty was experienced in closing 


the peritoneal cavity and spinal anaesthesia had 
to be supplemented with general anaesthesia, to 


provide the necessary relaxation. The abdomen 
was closed with a suprapubic drainage. 

In the post-operative period the patient’s con- 
dition was very low. The patient expired 18 
hours after the operation. 

Pathological report on the removed specimen— 
The specimen consisted of an_ ileo-ileal irre- 
ducible intussusception (Fig. 1). The intussuscep- 


FIG, 1—SPECIMEN REMOVED AT OPERATION SHOWING 
ILEO-ILEAL INTUSSUSCEPTION. 


tum measured two and a half inches in length and 
about an inch in diameter, was intensely swollen, 
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gangrenous and converted into gelatinous slough. 
The neck showed evidence of a stricture due to 
cicatrisation of a tuberculous ulcer beyond which 
a submucous caseous focus, one cm. in diameter, 
was projecting into the lumen. There was a large 
number of girdle type, typical tuberculous ulcers 
in the intussuscipiens and the uninvaginated gut. 
Ulcers showed undermined edges, the floor was 
covered by dirty yellowish caseous tissue. Serosa 
showed marked thickening and numerous tubercles 
over the site of the ulcers. There was a diffuse 
involvement of Peyer’s patches in the tuberculous 
process. The serous coat showed classical miliary 
tubercles. 


The section showed classical features of ulcera- 
tive tuberculosis. ‘ypical tubercles were seen with 
numerous Langhan’s type of foreign body giant 
cells. 


Cask 2—M. R., male, aged 42 years, a farmer 
was admitted on 4-9-54, with the complaints of 
pain in the abdomen, constipation and loss of 
appetite of 8 days’ duration, and vomiting for the 
last four days. Patient had constipation and a 
continuous pain in the abdomen eight days back. 
Both gradually became worse and the abdomen 
also became distended. The vomitus was at first 
watery, greenish yellow but later became darkish 
and foul smelling. 


There was no relevant personal or family 
history. 


On examination the patient was of average 
build and moderately nourished. The tongue was 
dry and furred. Pulse rate was 95 per minute ; 
respiration—23 per minute ; temperature—98°F. ; 
blood pressure—102/68 mm. Hg. 


There was generalised distension of the abdo- 
men. Visible peristalsis was present. An ill- 
defined tumour could be felt in the left lumbar 
region, which was tender and appeared to be fixed. 
No free fluid was present in the peritoneal cavity. 


Rectal examination showed no abnormality. 


Operation notes—A diagnosis of acute intes- 
tinal obstruction probably due to a colonic growth 
was made and an immediate laparotomy was 
decided upon. Under intratracheal gas oxygen 
and ether anaesthesia, the abdomen was explored 
through a right paramedian incision. The right 
iliac fossa was found to be empty. The mass in 
the left lumbar region was found to be due to an 
ileocolic intussusception. The intussusceptum was 
formed by the terminal ileum, appendix, the caecum 
and the ascending colon, the intussuscipiens being 
the transverse colon. It was reduced with some 
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difficulty. The intussusceptum was purplish black 
in colour. It soon revived after fomentation with 
hot saline packs. No tumour could be detected in 
the terminal ileum or the right half of the colon. 
Further exploration of the intestines failed to re- 
veal any cause for the intussusception. The abdo- 
men was closed without drainage. The patient 
made an uneventful recovery. The wound healed 
by primary intention. 


A barium enema subsequently revealed no 
abnormality in the colon and terminal ileum. 


The patient was discharged cured on 20-9-54. 
Nine months after the operation the patient was 
found to be free from any symptoms. 


DISCUSSION 


From the pathological report of the specimen in 
Case 1, it is obvious that the cause of the intussusception 
was either a stricture produced by cicatrisation of a 
tuberculous ulcer, or the mass of gelatinous tissue pre- 
sent in the wall of the gut, that acted like a tumour and 
produced the intussusception. In cases of stricture, it 
is the vigorous peristalsis in an effort to overcome the 
obstruction that promotes the formation of an intussus- 
ception. It is interesting to note that a similar mecha- 
nism has been mentioned for the development of in- 
tussusception in children. ‘It has- been suggested that 
in many cases there is an inherent defect in the neuro- 
muscular co-ordination of the intestine, such as would 
aliow a localised constriction once formed, to persist un- 
duly and favour invagination into a passive segment of 
the bowel immediately beyond’”’ (Illingworth and Dick, 
1947). In the second case no cause was detected, hence 
it could be considered as primary. 


Intussusception in children usually presented with 
an acute onset, whereas in adults it runs a chronic in- 
termittent course, suggesting recurrent bowel obstruc- 
tion. Both the patients reported presented as acute 
intestinal obstruction, and had no previous history of 
bowel disturbance. This was rather unusual. 


SUMMARY 


The aetiology and incidence of intussusception in 
adults has been discussed. Two cases are recorded. 
One was of the enteric variety, due to ulcerative tuber- 
culosis of the small gut. The other was of the ileocolic 
type in which no cause could be detected and may be 
considered as primary. Both are rare. 
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FULL-TERM SECONDARY ABDOMINAL 
PREGNANCY 


(Mrs.) B. M. STEVENSON, o.8.8.s., 
N. M. INGLEY, 
AND 
T. S. ROW, M.R.c.P, (ED.), 
Nagpur. 


An unusual case of full-term secondary abdominal 
pregnancy treated by us at the Main Hospital, Chanda, 
M.P. is reported. 


CasE REPORT 


Mrs. ‘S’ aged 35 was admitted to the hospital 
for abdominal pain, having a feeling of heaviness 
and discomfort in the left iliac fossa, of 5 days’ 
duration. She also complained of severe shooting 
pain in the left inferior extremity and of swelling 
of the left foot and leg. She was pregnant and ac- 
cording to her own calculation was due to deliver 
in about fifteen days. On careful interrogation 
she did not give history of any discomfort during 
the first trimester of pregnancy. She had two 
previous normal labours conducted at home. 


On examination her general condition was 
fair, there was slight pallor of mucosae and nails. 
There was oedema of the left foot and leg extend- 
ing upto the knee. Heart and lungs showed no 
clinical abnormality. Liver and spleen were not 
palpable. The foetal parts were felt freely in the 
upper abdomen, the lie of the foetus was trans- 
verse with the head in the right hypochondrium 
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and the breech in the left. Legs could be felt 
freely and it could be easily made out that they 
were extended. The feet were the lowest part of 
the foetus in the abdomen. A mass was felt in 
the left iliac fossa extending into the pelvis and 
upto the midline. Its margins could be well 
defined to the left, right and above but below, 
the hand could not be put between the mass and 
the pelvic brim. 


Foetal heart sounds could be heard in the 
epigastric region nearer the midline. Under the 
examining hand it was noted that the foetus was 
rather unduly easily felt and showed vigorous 
movements. A skiagram of the abdomen con- 
firmed the transverse lie of the foetus with ex- 
tended legs as described above. Vaginal examina- 
tion revealed a fullness in the left side and a 
soft mass could be felt in the left half of the 
pelvis. 


A provisional diagnosis of nearly full term 
pregnancy with an ovarian cyst probably impacted 
in the left side of the pelvis, and causing the 
abnormal lie of the foetus, was made. The patient 
was told that it was not possible that she would 
have a normal delivery and that a laparotomy was 
indicated, but she refused to undergo any form 
of operative intervention. 


On the 10th day after her admission it 
was noted that foetal movements were absent and 
that foetal heart sounds were not audible. On 
questioning, the patient said that since the night 
before, she felt something unusual had happened, 
as the foetus which was showing marked move- 
ments had suddenly stopped moving. It was clear 
that the foetus was dead and this was explained 
to the patient. There was no evidence of any 
labour pains or any dilatation of the cervix. She 
ultimately consented to a laparotomy and _ tubal 
ligation. 


Operation—Under general anaesthesia the 
peritoneal cavity was opened. Free fluid gushed 
out. The uterus could not be visualized at first 
but on closer examination it was found to be 
enlarged just upto the symphysis pubis. There 
was a mass on the left which was identified as 
the enlarged left tube with an aperture on the 
cephalic aspect, with the cord coming out of it 
and the foetus was palpable in the abdominal 
cavity in the upper part. It appeared that we were 
dealing with a left tubal pregnancy which had 
secondarily become abdominal. The cord was cut 
between two forceps and the foetus was removed 
out of the abdomen. The left tube was then 
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excised with its placental content. This was easy 
as the placenta was completely tubal and was 
placed on the caudal aspect of the tube. The 
right tube which was normal was ligated. The 
abdomen was closed in layers. ‘The patient had 
an uneventful post-operative recovery. 


On closer questioning before her discharge she 
informed that during her second month of preg- 
nancy she had some pain in the left iliac fossa, 
a lady practitioner was called in, who gave her 
a sedative and suggested to her that she should 
get herself admitted to the hospital for observa- 
tion, which she did not comply with as her pain 
subsided. 


DISCUSSION 


In this case it is presumed that the tubal wall must 
have gradually given way on its caphalic aspect, some- 
time at the end of the 2nd month when she had the mild 
episode of left iliac pain. The growing embryo, with 
its coverings intact escaped through this rent into the 
peritoneal cavity. The placenta having formed purely on 
the caudal aspect of the tube escaped injury. The foetus 
grew to full term as the placenta was well formed to 
supply its circulatory needs. The foetus showed no mal- 
formation and was well developed. 

Two points are brought out in this case: 

(@) The foetal death at or about full term did not 
synchronise with any false labour pains. 

(b) Neither was a decidual cast expelled from the 
enlarged uterus. 


No attempts were made in this operation to remove 
any portion of the membranes which must have been 
adherent to the parietal peritoneum closing off the gene- 
ral peritoneal cavity from the foetus surrounded by 
amniotic fluid. 

The oedema of the left leg and the sciatica-like pain 
must have been caused by the pressure of the enlarged 
tube with its placental content on the pelvic vessels and 
nerves. 


SUMMARY 


A case of full-term secondary abdominal pregnancy 
is described. 

A correct pre-operative diagnosis could not be 
arrived at. It is not likely that we could have given 
her a living baby if she had agreed to laparotomy a few 
days earlier. 
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JOURNAL OF THE 
INDIAN MEDICAL ASSOCIATION 


CALCUTTA, JUNE 16, 1956 


Cholera breaks out in Calcutta with such a 
clock-like seasonal precision as to strike all inte- 
rested observers with wonder. All the year round 
bacteriological examinations of the faeces of 
patients admitted into the cholera ward of Nil 
Ratan Sircar Medical College Hospitals have re- 
vealed' that bacteriologically positive cases of 
cholera are most frequent during April and May. 
During March, a few patients only show presence 
of typical agglutinable cholera vibrio in their 
faeces. ‘The frequency of successful isolation, 
however, progressively increases to between 50 
and 75 per cent of the cases examined during 
April and May, while the number of daily new 
admissions also increases simultaneously during 
these two months. After reaching the peak some 
time in May, the outbreak steadily wanes, gene- 
rally synchronising with the onset of monsoon 
showers in June. The period between July and 
February may be considered as the inter-epidemic 
period, because the chances of isolation of any 
agglutinable vibrio recede to nothing though a 
few clinical cholera cases continue to be admitted 
occasionally, during this period. 

Suspicion is thrown on aarticles of food 
and drink, which are thought to be contaminated 
with the vibrio carrying excreta. Water, both 
filtered and unfiltered, is invariably the chief 
target of attack. Next follows food, fishes, fruits, 
etc. fouled with faeces and fomites chiefly through 
flies, as factors of spread. These are, therefore, 
dwelt with, as best as they could be, with a view 
to suppressing the outbreaks. 

Ungullibles would, however, wonder why 
should the filtered water supply prefer to get itself 
mixed up with sewage only during the months of 
April and May. If this is explained away by 
drought and hydrostatic pressure, he would still 
wonder, wherefrom does the typical agglutinable 
vibrio arise in the sewage when the vibio cannot 
be isolated from the faeces during the inter- 
epidemic period. During the epidemic, of course, 
the vibrio would be present in the sewage, but 


*Annual Report of the Calcutta School of Tropical 
Medicine, 1954, p. 45. 
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then how are the first few cases caused? Who or 
what is the puller of the first trigger? 


The hypothesis of mutation of inagglutinable 
vibrio to the agglutinable form, and the associated 
change over from avirulent to virulent type, would 
explain the sudden flourish of virulent agglutina- 
able vibrio from the prevailing inagglutinable 
form. The inter-epidemic period may be asso- 
ciated with casting of the type specific sur- 
face antigen and the epidemic season with the 
development of new virulent agglutinable surface 
antigen of the typical cholera vibrio. ‘This seems 
to be a reasonable hypothesis. However, so long 
as experimental supportive evidence could not be 
adduced, it could not be acepted as a hard fact. 


Artificial control of natural mutation, even if 
it is proven to occur, would not be easy. Safe- 
guards against so many different means of tran- 
sport and spread of infection, would be only partly 
assurable. How then to control these outbreaks? 


That the development of immunity against 
cholera is possible through artificial vaccination is 
now an established fact. It would, therefore, be 
fitting to discuss the pros and cons of prevention 
of cholera by vaccination. 


Two of the earliest varieties of cholera vaccine, 
(i) the living organismal vaccines of Haffkine*, and 
(ii) the heat-killed vaccine of Kolle*®, had shown 
their protective value in the field*. In India, the 
prophylactic value of vaccination against cholera 
was shown by Adiseshan et al’ and by Chandra 
Sekar*. They compared the incidence of the 
disease among inoculated and uninoculated sub- 
jects in Madras Province during the epidemics of 
the few preceding years. The results showed a 
lowering of the attack rate by 50 to 80 per cent 
in the inoculated, but the case fatality rate showed 
no significant difference between the inoculated 
and the uninoculated populations. They also 
found that the immunity lasted for at least 6 
months and perhaps might last for 12 months or 
more. 


The protective value of a vaccine is determined 
significantly by the method of its preparation. 
The living organismal vaccines of Haffkine and 
the heat-killed vaccine of Kolle have now given 


* HAFFKINE, W. M.—Compl. rend, Soc. de biol., 4: 
635, 1892. 

*Koue, W.—Zentralbl. f. Bakt., 19: 97, 1896. 

* GREENWOOD, M. JuLt, G. V.—Proc. Roy, Soc. 
Med., 8: 113, 1915. 

* ADISESHAN, R., PAanpit, C. G. AND VENKATRAMAN, K. 
V.—Indian J]. M. Research, 35: 131, 1947. 

* CHANDRA SEKAR, C.—Indian J. M. Research, 35: 153, 
1947. 
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place largely to the newer agar-grown phenol-killed 
vaccine’, or to the newer still formol-killed and 
phenyl-mercuric-nitrate-preserved vaccine*. For 
preparation of this latest variety of cholera vaccine, 
the organisms are grown in casein hydrolysate 
medium. In this liquid medium, the count of 
organisms seldom exceeds 3,000 million organisms 
per ml., and yet it shows itself to be 6 to 9 times 
more potent than agar-grown vaccines containing 
8,000 million organisms per ml. These compara- 
tive protective tests have been done only in white 
mice, and no properly controlled field trials have 
yet been done with these vaccines. 


The figures obtained by the field trials in 
Madras, though encouraging, do not speak very 
highly of the protective value of the cholera 
vaccine. But these figures are certainly not the 
last word in the prevention of cholera by immuni- 
sation. With vaccines more immunogenic than 
those used in Madras, and in populations more 
sensitive to immunisation than those in Madras, 
much better data could be obtained. A few sundry 
evidence, gleaned here and there after collection 
of the published data of Madras about 10 years 
back, would indicate this possibility. Firstly, it 
seems to be the experience of many, who care to 
ask the patients for the history of anti-cholera 
inoculation, that seldom do these patients give 
any positive history. Secondly, the large fairs of 
India, which used to be notorious for invariable 
epidemics of cholera, are now largely free of 
major outbreaks chiefly due to compulsory enforce- 
ment of anti-cholera inoculation, though hygienic 
precautions also contribute a large share. These 
observations would, of course, be unacceptable to 
biometricians. Nevertheless, they would support 
controlled mass-immunisation trials with good 
accredited cholera vaccines. 


At the Dubrovnik Conference* the experts agreed 
that “it should be realized that mere immuniza- 
tion of a proportion of the population may not 
suffice to stem the disease in the community. 
Observations in two or three different countries 
indicate the necessity of producing a group as well 
as an individual immunity. In other words, such 
a high proportion of the population must be 
rendered immune as to make the continued passage 
of the diphtheria bacillus from one susceptible 
person to another very difficult. ‘To obtain this 


"Report of the Scientific Advisory Board, LC.M.R., 
1936, p. 130. 

* SokHEy, S. S. anp Hassu, M. K.—Bull. World Hlth. 
Org., 3: 33, 1950. 

* Report of a Conference of Heads of Laboratories Pro- 
ducing Diphtheria and Pertussis Vaccine—WHO Tech- 
nical Report Series No. 61, 1953, p. 15. 
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result the exact proportion of children to be im- 
munized will vary from country to country, 
depending to a considerable extent on the general 
hygienic conditions. In the USA and in Great 
Britain, it would appear that at least 70 per cent 
of the child population must be rendered and kept 
immune if the disease is to be brought under con- 
trol.’ If 70 per cent of the population at risk 
need be “‘rendered and kept immune”’ in the USA 
and in Great Britain, in India with the prevail- 
ing hygienic conditions, perhaps over 90 per cent 
of the population have to be immunised repeatedly. 
The mass-immunisation campaign, once installed, 
would require to be maintained for several years 
together. In Great Britain, it required about 10 
years of mass-immunisation campaign for the 
incidence of diphtheria to reduce itself from over 
50,000 a year to almost nothing’. 


It may be so planned in Calcutta, that certain 
municipal wards, where cholera shows the largest 
incidence, are chosen for mass-immunisation cam- 
paign with highly potent vaccines. Several other 
wards may be left as controls. Immunisation may 
be commenced mid-winter so that by March over 
90 per cent of the standing population of the 
selected wards are inoculated. This immunisation 
would require to be repeated several years together 
to find out the over-all impression made by im- 
munisation on the outbreaks of cholera. The 
knowledge gained, if not also the results obtained, 
would justify the small expense entailed. 


The essential prerequisite to launching such a 
mass-immunisation campaign would be to get 
batches of very good vaccine. Now that a mouse 
protection test and International Reference Pre- 
paration of Cholera Vaccines have been laid down 
by the WHO,” the protective power of fresh 
batches of vaccine could be determined with 
reasonable precision. Very well controlled labora- 
tory tests on vaccines are essential prior to con- 
ducting field trials. This is shown by the exten- 
sive laboratory tests that have been done on the 
alcoholised and the phenolised typhoid vaccines 
used in Osijek (Jugoslavia) field trial conducted 
under the auspices of the WHO". By the way, 
sponsoring of this anti-typhoid mass-immunisation 
scheme in Yugoslavia by the WHO, indicates that 
financial and technical support for such field trials 
are available without difficulty, if schemes are 
properly planned and the required help is asked for 
by the responsible authorities. 


*® Editorial—Brit. M. J., 1: 715, 1949. 

“Expert Committee on Biological Standardization— 
WHO Technical Report Series No. 86, 1954, p. 7. 

ad a Working Documents on Typhoid Vaccination, 
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CURRENT MEDICAL LITERATURE 


Chlorpromazine Dermatitis 


Lewty (Pharmaceutical J., 175: 463. 1955, Ref. 
Practitioner, 176: 107, 1956) im recommending a ‘no 
touch’ technique in the dispensing of chlorpromazine 
in a mental hospital in Lancashire observes that in the 
hospital out of 325 nursing staff 11 developed severe con- 
tact dermatitis due to chlorpromazine among the women 
and two among the men. In addition, one out of the 
six members of the pharmaceutical staff has been simi- 
larly afflicted. The areas usually affected are the face, 
especially round the eyes, the neck and between the 
fingers. There is swelling, erythema and intense pruri- 
tus. Later, the skin may peel off, and in some cases 
the new skin readily breaks down again. In some cases 
the sensitivity is so marked that contact with perspira- 
tion or droplets of saliva from a patient taking the drug 
will provoke an attack. It is stated that ‘once a person 
is sensitized there is no other course than to keep right 
away from the drug..... Patch testing for sensitivity is 
quite dangerous’, Antihistaminics are of little value in 
treatment, but hydrocortisone ointment or lotion helps 
to allay the severe inflammation. 


Brain Abscess 


CHao (Chinese M, J., 73: 453, 1955) from experience 
with the treatment of 15 consecutive cases of brain 
abscess reports : 


Proper surgery together with antibiotics has greatly 
lowered the mortality rate of brain abscess. Moreover, 
with the use of antibiotics topically, surgical treatment 
can be greatly simplified and residual disabilities mini- 
mized. 


It is considered that simpler procedures may be re- 
verted to with advantage. When a brain abscess is en- 
capsulated it can be cured in most instances by the 
simple method of repeated aspiration and instillation of 
antibiotics, without removal of the capsule. 


Routine removal of the abscess capsule does not 
necessarily improve the result, immediate or late, espe- 
cially when the abscess is sterile and contracted, and 
it often increases the residual disabilities. 


Many brain abscesses are multiocular and the loculi 
may not communicate with one another. Recurrence of 
abscesses treated by simple aspiration and considered 
to be cured is due to the non-communicating loculi and 
not to the sterile capsule. 


When treatment by simple aspiration is adopted, a 
strict test for a cure by clinical and, if necessary, radio- 
logical evidences as well should be routinely observed 
before a patient is discharged from the hospital. 


Excision of the abscess is carried out if aspiration 
proves difficult or fails to give improvement after one 
or two attempts and the patient's condition remains 
critical or the symptoms and signs persist after a period 
of treatment, suggesting a multilocular lesion. 


When an abscess is in its acute stage and the patient’s 
condition is critical with rapidly deepening coma, when 
it is extensive with little or no tendency to encapsula- 
tion, carbuncle-like or complicated by meningitis, or 
when the abscess is cerebellar, radical eradication is 
indicated, regardless of the condition of the abscess and 
the capsule formation. (Authur’s summary), 


Radiotherapy of Cushing’s Syndrome 


SKRIMSHIRE (Lancet, 1: 270, 1955) maintains that the 
progress of Cushing’s syndrome due to adrenal cortical 
hyperplasia may be arrested and considerable improve- 
ment may be achieved in suitable patients by irradiation 
of the pituitary gland. The treatment is simple; it in- 
volves no operative risk and is not followed by chronic 
adrenal insufficiency. Six cases are reported. 

Deep x-ray- therapy was given to the pituitary gland 
with a high-voltage unit (250-kv peak, half-valve layer 
1:75 mm. Cu.). Six circular beams at 50 cm. focal skin 
distance were directed to the pituitary fossa with the 
aid of a plastic shell, through portals arranged around 
the hair line. A maximum dose of 4,000 to 5,000 r was 
given in twenty-eight to thirty days, the resulting skin 
dose being about 3,000 r. Larger doses are considered 
inadvisable because of the possible development of late 
cortical atrophy. 


Four patients showed considerable improvement; in 
a fifth improvement was only temporary, and the sixth 
died of a cerebral haemorrhage five months after treat- 
ment was completed. In this last case some evidence of 
improvement in the Cushing’s syndrome was present be- 
fore death. 


Pituitary irradiation is considered superior to surgery 
as the initial treatment of Cushing’s syndrome. It is felt 
that “controlled Cushing’s syndrome is a preferable exis- 
tence to controlled adrenal insufficiency and that radio- 
therapy should be used before surgery is contemplated.” 
If the progress of the disease is not arrested within six 
to twelve months, surgical treatment cau then be used 
with undiminished chances of success. 


Fundus Changes in Arterial Hypertension 


Etwyn (A. M. A. Arch. Ophthal., 55: 1, 1956) writes : 

Changes in the fundus of the eye in hypertension pre- 
sent two distinct pictures: One is the result of exagge- 
rated aging of the retinal arteries, of arteriolosclerosis, in 
which there is no abnormal contraction of the retinal 
arteries. The second picture is due to an abnormal con- 
traction of the retinal arteries with secondary changes 
in the substance of the retina, and constitutes arterio- 
spastic retinopathy. 


The first picture is the one seen in essential hyper- 
tension, throughout the benign phase. 


Exaggerated aging of the arteries, enhanced arterio- 
sclerosis, and arteriolosclerosis occur in the course of 
essential hypertension, in addition to the retina, in such 
organs as the brain, the kidneys, the pancreas, and the 
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spleen. These changes are due to the continuously in- 
creased resistance and tension on the part of the arterial 
walls against the pressure exerted by the blood flow in 
the arteries. The increased resistance and tension of the 
arterial walls help maintain the normal blood flow in 
the organs in benign essential hypertension in spite of 
the increased blood pressure. 

Arteriospastic retinopathy occurs with arterial hyper- 
tension, and with abnormal contraction and narrowing 
of the arteries in the brain and in the kidneys, in dif- 
fuse glomerulonephritis, in pre-eclampsia and eclampsia 
of pregnancy, in some of the less common diseases of 
the kidneys, and in cases of pheochromocytoma. 


Arteriospastic retinopathy is seen in some cases of 
essential hypertension after years of hypertension of a 
definitely benign character, but without renal insuffi- 
ciency. The cases constitute an intermediary group, 
between the group of strictly benign cases and the group 
in the malignant stage of hypertension. 

Arteriospastic retinopathy added to the arterial 
changes of chronic hypertension, to which papilledema 
is frequently added, is seen in a small group of cases 
with permanent renal insufficiency. These are the cases 
in the malignant stage of essential hypertension. 


Vitamin B, Deficiency in Infants 


Courstn (A.M.A, Am. J. Dis. Child., 90: 344, 1955) 


gives below the summary of his observation on the’ 


follow-up study of vitamin B, deficiency in infants : 


Vitamin B, is shown to be necessary in the diet of 
the human infant. A suboptimal dietary intake of 60y 
per liter produces lowered thresholds of central nervous 
system activity, increased xanthurenic acid excretions, 
and lowered retention of the electrolytes—imagnesium, 
potassium, calcium, and phosphorus. 

Patients whose dietary deficiency of vitamin B, was 
promptly corrected showed immediate cessation of symp- 
toms. Continued adequate daily intake prevented re- 
currence of symptoms and sequelae from the original 
episodes. No residual physical or electro-encephalogra- 
phic findings have been observed. 

Milk preparations used in infant feeding have a wide 
variety of vitamin B, contents. The product levels are 
formula may influence the degree of metabolic utiliza- 
subject to changes by processing, especially from heat 
in autoclaving. The chemical constituents of the milk 
tion of the vitamin within the body. 


Renal Tuberculosis 


‘TREH-CH'ENG AND KWANG-TENG (Chinese M, J., 73: 379, 
1955) from an analysis of 511 cases observe : 

Renal tuberculosis is still a common disease. Statis- 
tics from three hospitals in Peking show that 16-3 per 
cent of the genitourinary patients were cases of renal 
tuberculosis. Among the C.U.M.C. Hospital cases 
included in the present series, 64 per cent of the nephrec- 
tomies were performed for renal tuberculosis. 
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The ratio between male and female patients was 
2:2:1, and in 796 per cent of the patients, the disease 
ccurred between 16 and 40 years of age. 


The important clinical symptoms were frequency of 
urination (82-3 per cent), haematuria (72-4 per cent), and 
both (66-9 per cent). Only 12-1 per cent of the cases were 
free from these symptoms. 


In this series, 73-1 per cent of the cases had tubercle 
bacilluria. 


The important points to be noted in the clinical diag- 
nosis are bladder symptoms and signs of male genital 
tuberculosis. The incidence of genital tuberculosis in the 
male was as high as 58-5 per cent. Symptoms of renal 
tuberculosis are usually referred not to the kidney but 
to the bladder, and the positive clinical signs are found 
in the genital tract rather than in the urinary system. 


The use of cystoscopy, retrograde or excretory pyelo- 
graphy should be based on actual conditions at the time, 
as such method has its own value in establishing diag- 
nosis. 


It is worthwhile to try to treat early renal tuberculosis 
with streptomycin alone, but the patient must be kept 
under close observation and checked up by pyelographic 
studies to evaluate the therapeutic results. Streptomy- 
cin is an excellent adjuvant to operative treatment and 
should be widely employed. 


The incidence of unilateral renal tuberculosis with 
contralateral hydronephrosis was 11 per cent. This con- 
dition should not be mistaken for bilateral renal tuber- 
culosis, and energetic treatment should be instituted. 


The operative mortality in the 383 nephrectomies of 
this series was 0-8 per cent, postoperative sinus formation 
was found in 9-7 per cent. After the use of streptomycin 
since 1949, there has been no operative mortality. Post- 
operative sinus formation was reduced to 3 per cent (6 
cases including 2 cases of preoperative sinus). 

When there is no stricture at the lower end of the 
ureter, it is unnecessary to excise the whole length of 
the ureter. The perirenal fat should be excised as com- 
pletely as possible. No drain is indicated routinely, and, 
if used, it should not be left for more than 48 hours. 
(Authors’ summary). 


Aspiration Biopsy in Bone Tumors 


Srrsat (J. Postgraduate Med., 2: 32, 1956) in report- 
ing on the interpretation and evaluation of aspiration 
biopsy in 66 cases of bone tumors observes : 


With the technic of paraffin block preparation, the 
specific type of diagnosis was possible in 84-4 per cent of 
the cases in which sufficient material could be obtained 
for examination. Thus aspiration biopsy is time saving 
and permits immediate operation or radiation therapy 
without the lapse of time necessary for wound healing 
when a formal biopsy is performed. 


In interpreting the histologic preparations one should 
carefully study the clinical findings and roentgenograms. 

In no case did a false aspiration diagnosis lead to an 
amputation for a benign process. 
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Acute Pulmonary Infection and Cardiac Failure in 
Chronic Emphysema 


BRAUN AND IzaAK (Am. Heart J., 49: 385, 1955) report 
on the clinical and laboratory observations made in seven 
patients (ages 29 to 65 years; 2 females, 5 males) suffer- 
ing from pulmonary emphysema and chronic bronchitis 
in whom acute pulmonary infection was found to be 
responsible for the development of congestive heart 
failure. Serial pulmonary function tests were performed 
during the period of observation. Treatment consisted 
of a low sodium diet, intermittent oxygen breathing and 
injections of penicillin, streptomycin or administration 
of aureomycin, as indicated by the in vitro sensitivity of 
the microorganisms cultured from the sputum. Xanthine 
preparations were given parenterally or per os and epi- 
nephrine by inhalation. In three cases, digitalis and 
mercurial diuretics were used. The period of observa- 
tion and treatment lasted between 12 and 44 days. 
There was a close correlation between the degree of 
pulmonary insufficiency and the severity of congestive 
heart failure. Recovery from the acute pulmonary in- 
fection was followed by the disappearance of the signs 
of cardiac failure. In two cases, breathing of concen- 
trated oxygen increased respiratory acidosis. 


Acute Pulmonary Oedema 


Lwuisapa (Circulation, 13: 113, 1956) in dealing with 
the pathology, physiology and clinical management of 
the condition observes : 

Acute oedema of the lungs is the infiltration of serum 
into the interstitial pulmonary tissue, followed by exuda- 
tion into the alveolar cavities, frothing and expectora- 
tion of foam. 

Acute pulmonary oedema is encountered in a great 
variety of conditions including cardiovascular, renal, 
cerebral and pulmonary diseases, trauma to the skull 
or the chest, infections and shock. 


Pulmonary oedema may be fulminating, acute or pro- 
tracted. Two clinical types can be recognised, that 
associated with a full pulse, a high blood pressure and 
a high output (group 1), and that associated with severe 
blood pressure drop, low output and tendency toward 
shock (group 2). 

Experimental pulmonary oedema can be produced 
by a great variety of methods. These range from damage 
to the heart or brain to ventricular strain; from trauma 
to the skull or chest to pulmonary embolisation; from 
overload of the circulation to inhalation of toxic gases 
or administration of poisons. 

The mechanism of production of pulmonary oedema 
is still somewhat obscure. Three main factors seem of 
paramount importance: high pressure in the pulmonary 
capillaries, increased permeability of these capillaries, 
and decreased osmotic pressure of the blood. While 
strong sympathetic stimulation is one of the most com- 
mon factors leading to displacement of a large mass 
of blood from the periphery to the lungs, the roles played 
by vascular phenomena in the lungs, secretion of endo- 
crine glands and locally elaborated humoral agents are 
still under discussion. 
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Special aspects of the treatment of pulmonary oedema 
in mitral stenosis, in massive myocardial infarct and in 
exposure to toxic gases are discussed. 

Therapy of pulmonary oedema is based on the use of 
drugs and physicochemical means. Among the most 
successful drugs are morphine, mercurial diuretics and 
sympatholytics, while oxygen therapy, pressure respira- 
tion and venesection may also be useful. Most of the 
above drugs and physical procedures tend to decrease 
venous return and cardiac output; therefore, while help- 
ful im patients of group 1, they may induce shock in 
patients of group 2. 

Digitalisation during the attack is considered of 
questionable value particularly in cases of myocardial 
infarct, mitral stenosis or exposure to toxic gases, It 
may be useful in the prevention of the attacks. 

Antifoaming therapy is a purely symptomatic treat- 
ment which tends to break a self perpetuating cycle by 
modifying the surface tension of the froth, thus reduc- 
ing its volume. This procedure has been shown to be 
of definite value and should be used routinely as the first 
remedy, even preliminary to a brief study of the case. 
Drug therapy and other physical measures should be 
employed later, after an evaluation of the clinical pic- 
ture, and, especially, if antifoaming therapy fails to 
terminate the attack. (Author’s summary). 

Painless Myocardial Infarction in Psychotic Patieats 

MarcHanD (New England J. Med., 253: 51, 1955, 
Ref, Abst. World Med., 13: 42, 1956) writes: 

In recent published reports on myocardial infarction 
the incidence of painless attacks has varied from 1 to 
38 per cent according to the criteria adopted for inclu- 
sion or non-inclusion of cases in the painless group. In 
this paper from the Veterans Administration Hospital, 
Bedford, Massachusetts, an investigation is reported of 
the incidence of painless myocardial infarction in psy- 
chotic patients. During the period 1947 to 1952 myo- 
cardial infarction was diagnosed in 99 psychotic patients, 
the diagnosis being confirmed by electrocardiography or 
at necropsy in 83. In 51 of these there was recent acute 
infarction and in 32 evidence of old infarction. It is of 
interest that none of the 32 patients with old myocardial 
infarction had been admitted to hospital for an acute 
cardiovascular attack; this, in the author’s view, might 
imply that these infarctions were painless. 


In 27 out of 39 acute cases the attacks of myocardial 
infarction was painless. Sudden death occurred in the 
remaining 12 cases, the cause in 5 being rupture of the 
heart or the interventricular septum. In patients with 
general paralysis of the insane the incidence of infarc- 
tion was high. The commonest presenting signs of in- 
farction other than pain were collapse, dyspnoea, 
cyanosis, and a sudden change in psychotic behaviour. 
In 2 cases there were no signs or symptoms, the diag- 
nosis being made “‘by sheer chance’”’. The author con- 
siders that in psychotic patients there is loss of the 
“meaning or emotional component of pain’’. 

[Electrocardiography may well be of value in cases 
of recent unexplained mental change without cardiac 
symptoms, especially in the elderly.) 
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CURRENT TOPIC 


INDUSTRIAL NURSING IN RELATION TO 
TUBERCULOSIS 


(Miss) ESME JANET BOOTHBY, 
Sister, St. Thomas’s Hospital, London. 


This is a branch of the profession which is being 
increasingly recognised as able to contribute much to 
the health of the community. The industrial nurse is 
state registered and in some cases is the only nurse in 
the work’s surgery, but she is part of a team working 
with the factory medical officer, the patient’s own doctor, 
the local hospital, chest clinic, and all concerned with 
the health of the patient; and with the management. 
In some factories where there is only a part-time medi- 
cal officer, the nurse has more responsibility and it may 
rest with her to make suggestions to the management 
about such things as change of work for the patient. 
Jf a good relationship exists much can be done. 

A good industrial nurse is a mature person with a 
balanced personality, having a great capacity for under- 
standing the problems of human beings. Often there 
is more time in a work’s surgery than in that of a busy 
doctor, and the patient’s visits may be more frequent. 
The nurse then has many opportunities to advise, and 
to assess the patient’s condition. She may therefore be 
the first person to notice the signs of illness. The 
patient may have had a haemoptysis at work, or his 
gradual deterioration in health may be apparent during 
surgery attendances. Suspicious symptoms may be 
noticed at pre-placement examinations, or there may be 
reports of poor work from his department. All these 
things have to be investigated and it is often the nurse 
who brings them to the notice of the doctor and thus 
sets in train the whole course of treatment. 


REHABILITATION 


Surely this is the moment when rehabilitation is first 
needed. To help the patient face the fact that he is 
ill—that he may be away from work for some time, 
which will cause disruption in his life. To help him 
to accept his illness in a hopeful and co-operative spirit 
is an important stage in rehabilitation and one that is 
of great help to the doctors in whose care he will be. 


SEcoND STaGE OF REHABILITATION 


The nurse can continue in her share of rehabilitation 
while the patient is away from work, either at home or 
in a sanatorium, in the following ways : 

(1) By seeing that he is regulariy visited from the 
firm, either by herself or special visiting nurses, by the 
firm’s welfare visitors, or by friends from his depart- 
ment. These will re-assure him that there is work wait- 
ing for him where this is possible, and a welcome, so that 
he looks forward to his return instead of concentrating 
on the immediate presence of his illness. 

(2) By seeing that money or gifts from the Sick Fund 
are given him when possible. 


(3) By making sure that he is receiving any tuber- 
culosis allowance for which he is eligible. 

These things mean a great deal to the patient and 
help to prepare him for his rehabilitation to work. 


RE-INSTATEMENT 


Rehabilitation, as we all know, means re-instatement. 
It is therefore important to know how far the patient 
can be re-instated on his return to work. 

It is not always possible to re-instate him to the 
same position as that held before the onset of his tuber- 
culosis, but it is of vital importance to the patient that 
he should be re-instated as soon as possible to a similar 
level of responsibility with the knowledge that he is 
needed, liked, and respected by the community in which 
he lives and works. 


The tuberculosis medical officer and the works medi- 
cal officer will have decided on the type of work and 
hours which are suitable, but there are many other 
problems which come under the care of the nurse. 

The first point is that the nurse should know what 
led to the initial breakdown. Only in some cases does 
she already know her patient, who may be re-employed 
after six months or more in a sanatorium. She may 
know of trouble at home, and very often just a sym- 
pathetic ear is of great value. Bad housing and over- 
crowding come under the care of the public health 
authorities, but where there is conflict at home a word 
of advice may often help. Patients are sometimes more 
ready to talk to a nurse whom they know than a doctor 
who may be a stranger to them, or with whom a special 
appointment must be made. The fact of having to make 
an appointment sometimes puts up a barrier between 
patient and doctor. 


Secondly, I should like to stress the importance of 
understanding the patient’s physical and mental state. 
Many young and healthy nurses have no idea of what 
it means to have a long illness, and the return to work 
means a great deal of adjustment. Perhaps the patient 
has been ill for months or years, during which time he 
has been free from responsibility. The more intelligent 
may have used the time with profit and be mentally 
stimulated and refreshed. Others have sunk into a 
‘doing nothing’ habit and are frankly terrified of the 
return to normal life. It is not uncommon to find some 
who have no wish to leave the sanatorium, as they can- 
not face up to problems which have been so conveniently 
laid on one side. 


After the rules and regulations of a sanatorium with 
the set times of rest and recreation, the thought of 
organizing their own lives seems impossible—some are 
convinced that they cannot do it, or that if they attempt 
it they will be ill again and so lose the financial security 
of regular work. All the settings are added burdens to 
the return to work. 


I think that most doctors will agree that in any long 
illness, and perhaps more particularly in tuberculosis, 
there is at least some psychological disturbance, and 
that the period of adjustment to life in the world of 
work is probably the most critical period of treatment. 
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We all know the ‘Monday morning feeling’ or the 
unwillingness to start work after a holiday, which mani- 
fests itself even among healthy people in a certain short- 
ness of temper until routine is regained. The patient 
starting work probably feels anxious, insecure, and un- 
willing, to a far greater degree. 


On his return to work the patient may feel apprehen- 
sive about his reception by his workmates—will they 
look on him as a source of infection? Will he be able 
to hold down his job and generally bear with the travel- 
ling and bustle of life? This prospect alone is often 
the cause of nervous tension and the thought of added 
work seems insurmountable. It is not until he gradually 
discovers that he can do the work allotted to him that 
he finds his feet. After a time, when with the best inten- 
tions things are being made easy for him, if that 
work does not provide the sense of responsibility and 
importance comparable with that he had before his 
illness, he will feel frustrated. It is generally agreed 
that, provided the work is not heavy manual labour, 
or in dusty atmospheres, or is not work where there is 
competitive stress, shorter hours to start with are far 
better for the patient than lighter work for an indefinite 
period, which only encourages the invalid mentality 
which we ars all of us trying to avoid. 


As far as possible totally different work from what 
is customary should be avoided, as learning a new trade 
brings in an element of strain, and work with which a 
patient is familiar causes less trauma to the patient. 


Practical ways in which the industrial nurse can help 
are : 


(1) Preparing those in the patient’s department to 
welcome him back and allaying any suspicion that he 
might be infectious. Also making it clear to his work- 
mates that privileges and extra time off are mecessary 
for the patient’s health, so that they do not make it 
difficult for him to get away in time to attend the tuber- 
culosis clinic or works surgery. 

(2) Keeping in touch with the head of the depart- 
ment, and to ask him to report any signs of excessive 
fatigue. 


(3) Seeing that there are proper seating arrangements 
whenever possible. 

(4) Making sure that use is made of facilities for the 
drying of wet clothes, that these facilities are in order, 
and that the patient keeps another pair of shoes at work 
into which he can change in wet weather. 


(5) The patient should be seen at regular intervals in 
the works surgery for ‘check-ups’ and weighing. Though 
this is done in the tuberculosis clinic, it gives an excuse 
for the nurse to see her patient regularly. If his visits to 
the tuberculosis clinic are becoming less frequent, she 
can refer him back if she notices loss of weight, cough, 
or other symptoms. 

Those with severe colds should be advised to go home 
to bed for a few days. 

If chemotherapy is to be continued, this can be given 
in the works surgery by arrangement with the patient’s 
doctor. 
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‘The check-ups’ also give the nurse an opportunity of 
letting the patient talk of his problems—she can learn 
a great deal about his habit of living, whether he is 
leading a balanced life of rest, work and leisure, or 
whether he is having an unwise amount of any one of 
them! Advice should be constructive—‘‘I hope you are 
having plenty of rest”’ being better than “I hope you are 
not having too many late nights’. 

It is probably helpful if the nurse shows interest in 
patients’ leisure pursuits. Those who have been in sana- 
toria will have had visits from occupational and art thera- 
pists and the privilege of a good library. These people 
should be encouraged in these interests—I have so often 
met girls in industry who admit that they never do any- 
thing in the evening except “stay in and knit’’, ‘look at 
the T.V.” or “go to the pictures’. As we all know, a 
happy and stimulated mind contributes much towards 
the maintenance of physical well-being. 

The use of rest breaks and the lunch hour are of great 
importance. It is often invaluable if the patient can for 
a time have his midday meal in the surgery rest room, 
followed by a rest on the bed, each patient having his 
own pillow case. In some cases the lunch hour can be 
extended by arrangement with the firm. One enterprising 
nurse I know, who had only a few yards of concrete at 
her disposal, has cultivated a small garden outside the 
surgery and provided deck chairs. This is very much 
appreciated by those who benefit by a midday rest. 

The nurse should also encourage her patients to eat a 
proper midday meal, however addicted they may be to 
the ‘bun and potato crisp’ habit. She should also make 
sure that they can obtain milk from the canteen when 
necessary. 

When the patient’s hours of work are increased it is 
of tremendous value to allow him to arrive half an hour 
late and leave early to avoid rush hour travel. Nothing 
is so exhausting as running for buses, standing in 
queues and trains. People arrive home tired and irrit- 
able and unable to eat their evening meal—a condition 
which soon becomes a habit and predisposing to further 
trouble. 

I am sure that stress or hurry in any form at any time 
is to be avoided at all costs—hard work for long hours is 
probably less exhausting than the tension caused by 
‘trying to keep up’. 

In conclusion, I hope that all I have said will show 
the help that the industrial nurse can give in the rehabili- 
tation of the tuberculous patient. All the practical points 
—treatment and follow-up in the surgery, contact with 
doctors, health services, supervisors and management, 
interest in rest, diet, recreations, transport to and from 
work and all the other details—are of great importance : 
but more important still is the fact that through these 
things the patient is helped in his adjustment to work 
and changed conditions and given confidence in himself. 
Knowing that if he is sensible another breakdown is 
unlikely and that with courage he will eventually re- 
habilitate himself. Though the pattern of his life may 
change, he may grow in wisdom and understanding and 
become a greater man, content within a different 
setting.—Read at the Fouth Commonwealth Health and 
Tuberculosis Conference, London, 1955. 
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NOTES AND NEWS 


Biggest Menace to Health 


An American scientist has challenged in Washington 
the Atomic Energy Commission’s view that H-bomb tests 
can be continued indefinitely without endangering world 
health. 

In an interview to the Press Dr. Ralph E. Lapp, the 
famous atomic scientist said, that there was real danger 
of in cancer resulting from con- 
tinued tests. 

Reports published said Dr. Lapp accused the Atomic 
Energy Commission of ‘‘sugarcoating bitter facts about 
atomic fall-outs’” and of ‘‘double-talk with regard to 
long-term hazards from nuclear detonation.”’ 


world-wide increase 


A member of the Commission, Dr. Willard Libby, is 
reported to be in agreement with Dr. Lapp that the chief 
long-term threat comes from radioactive strontium, one 
of the elements produced when uranium atom splits. 
The element, it is said, is similar to calcium and tends 
to cause cancer by concentrating in bone structure. 

Dr. Lapp, however, admitted that tests so far have 
not overloaded the atmosphere with the hazardous 
strontium. 


WHO Wants to See Malaria Gone 


A committee of the ninth World Health Assembly 
urged the necessity of programmes to eradicate malaria 


and not merely to keep it in check. 

The committee found that schemes for total eradica- 
tion would be cheaper in the long run, In addition the 
potential danger of mosquitoes developing resistance to 
insecticides would be avoided. 

A vote of 50 in favour, none against and four absten- 
tions backed the committee’s stand for eradication as the 
only means of relieving millions of sufferers from malaria. 

The Director-General of the W.H.O., Dr. M. G. 
Candau, was authorised to invite contributions to the 
world malaria fund set up at the 1955 health assembly 
from Governments, non-governmental organisations and 
private sources. 
have contributed so far to the 
Nationalist China, West 


Governments which 
fund are of Brunei, 
Germany, Iraq and Lebanon, 


those 


All-India Pediatric Conference 


Under the auspices of the Indian Pediatric Society, 
the 8th All-India Pediatric Conference will be held at 
the Christian Medical College, Veliore, South India, on 
the 21st, 22nd and 23rd December, 1956, under the presi- 
dentship of Dr. S. C. Sheth of Bombay. 


The programme of the 
symposia, original papers, 
ence, films, etc. on scientific, clinical, social and 
aspects of pediatrics. The subjects 


include 
confer- 
organi- 
of the 


Conference will 
clinico-pathological 


sational 


474 


symposia will be (1) Nutritional Disorders in Children. 
(2) Medical Education with Special Reference to Pedia- 
tric Education. (3) Pediatric Nursing, 

Those desirous of taking part in the symposia and/or 
presenting original papers at the Conference are re- 
quested to notify the Secretary, Indian Pediatric Society, 
95, Dilkhusa Street, Calcutta 17 immediately. Summaries 
of all the papers must reach the Secretary of the Society 
by November 1, 1956. 


International Congress on Occupational Health 


The 12th International Congress on Occupational 
Health will be held in Helsinky in July 1-6, 1957. A 
preliminary programme has been published. The Con- 
gress subjects for discussion will include (1) Industrial 
Noise, (2) Evaluation of Invalidity, (3) Industrial Hygiene 
Norms, (4) Cardiacs and Work. The section subjects 
will include (1) General and Social aspects of Industrial 
Health, (2) Occupational Pathology and Hygiene, (3) In- 
dustrial Nursing. There will also be reviews of Psycho- 
somatic Medicine, Industrial Ophthalmology. Chronic 
Diseases in Industry and Recent Advances in Silicosis 
Research. 

Nicolo Castellino Prize of 3,000,000 lire will be awarded 
for the first time to the most outstanding investigation in 
the field of Occupational Health. Any information 
regarding this Congress may be had from the Organising 
Committee, C/o. Tyoterveyslaitos, Haartmaninkata 1, 
Helsinki—Toolo. 


World Nurses Meet 


Nurses of many nations met at Geneva on May 12, 
1956, the 136th anniversary of the birth of Florence 
Nightingale, to discuss the problems of their profession. 

The nurses were meeting within the framework of 
the ninth World Health Assembly, which was in session 
at that time. They would submit a report to the Assembly 
on their technical discussions. 

Miss T. K. Adranvala, Chief Nursing Superintendent 
of the Indian Health Service, said of the situation in 
India :—“In a country which has only about one nurse 
to 24,000 or 25,000 persons, it is not surprising to find 
that all discussion soon veers round to the question of 
shortage of nurses.” 


Austrian Congress of Industrial Medicine 


The 3rd Austrian Congress on Industrial Medicine 
will be held in Vienna from ist—4th October, 1956. 

Success by Early Diagnosis and Preventive Measures 
will be the subject for discussion. 

Persons interested to attend or to read a paper relat- 
ing to the above subject are io apply to the Organising 
Secretary, Austrian Society for Industrial Medicine, 
Vienna IX., Kinderspitalgasse 15, Austria. 


International Congress of Dietetics 


The 2nd International Congress of Dietetics will be 
held in Rome, Italy, from 10 through 14 September, 1956. 
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The event is to take place at the Congress Palace of 
Esposizione Universale Roma. The Italian Dietetic Asso- 
ciation will be the host of the Congress which will attract 
representatives from the dietetic associations as well as 
the nutritional societies of many lands. All persons in- 
terested in nutrition and dietetics may attend the Con- 
gress upon payment of the registration fee. An Inter- 
national Food Fair, comprising exhibits of food and food 
service equipment, will be held in conjunction with the 
Congress. Exhibitors from all countries will participate. 
The programme which is in four main sections will in- 
clude: recent findings of nutritional research, methods 
of education in nutrition, principles and problems of 
feeding large numbers of people, and problems of train- 
ing dietitians. Post-Congress tours of Italy, some of 
which will be technical in nature, are being arranged. 
The First International Congress of Dietetics was held in 
1952 in Amsterdam under the auspices of the Netherlands 
Dietetic Association. 


Further details may be had from the office of the 
Congress, Associazione Dietetica, Italiana, Via dei Peni- 
tenzieri n. 13, Rome, Italia. 


German Medical Association Inaugurates New House 


On April 29, 1956 the Bundesarztekammer (German 
Medical Association) inaugurated its new ‘‘Bundesarzte- 
haus” in Cologne, Germany. The impressive dedication 
ceremony was scheduled to be held during the meeting 
of the 26th Council Session of the World Medical Asso- 
ciation. The new building will serve as the centre of 
the German medical profession and in addition will house 
the oflices of the editorial staff of the medical journal, 
Arztliche Mitteilungen, the official publication of the 
German Medical Association which is issued three times 
each month, 
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The Editor is not responsible for the views 
expressed by correspondents 


Goitre in Darjeeling 
Sir, 

Endemic goitre is widely distributed all over the 
world. Different parts of Northern India have shown a 
high incidence of goitre. Studies already made show 
that its incidence varies from 20 per cent and 60 per cent 
in the Punjab and Uttar Pradesh (McCarrison 1915, 1928; 
Scott et al, 1931). People in Assam and Northern Bengal 
also have been known, from a long time to suffer from 
enlarged thyroid gland. 

In order to ascertain the correct incidence of goitre 
in Northern Bengal, an investigation was carried out in 
Darjeeling district during May 1953 and March 1955. 
Rural, urban, hilly as well as Terai areas were included 
in this study. This work was carried out in all the four 
sub-divisions of the district. 

Subjects examined were taken at random and includ- 
ed men, women and children up to 15 years of age. Only 
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those subjects were included in the survey who belonged 
to the hill tribes or those who had settled in the district 
permanently. They belonged to middle and lower eco- 
nomic strata. 

General clinical examination and a detailed study of 
the state of the thyroid gland was made according to 
Ryle’s technique. All the subjects examined were classi- 
fied into four groups according to Prof. Ryle (M.R.C. 
Memorandum, London, No. 18, 1948). 

A total of 12,874 subjects were examined. Adult men 
2,617, adult women 2,053, children 8,204. 63 per cent 
of the subjects examined were found to suffer from 
various degrees of enlargement of the thyroid gland. 
The incidence of goitre was found to be higher in women 
(71 per cent) and children (67 per cent) than in men 
(53 per cent). In children the incidence rose gradually 
till maximum was reached between 10 years—14 years of 
age. No significant difference in the incidence of goitre 
between boys and girls was, however, observed. 

It was observed from the enquiries made into the 
dietary habits of local people that the subjects examined 
consumed vegetables belonging to Brassica family in 
large quantities throughout the year. It was found that 
the goitrous families were consuming twice the amount 
of these vegetables as compared to the non-goitrous 
ones, Oranges and peaches were also consumed in large 
quantities during particular seasons. 

Various factors have been suggested to be important 
in the causation of goitre, though “‘iodine deficiency” is 
an accepted aetiological factor. Excess of calcium in 
drinking water (Scott et al, 1931) and excess of fluorine 
in water (Wilson, 1941) have also been put forward as 
important contributory causes of goitre. That the role 
of diet in contribution to the incidence of goitre was 
important due to the presence of some toxic substances 
in it, had been put forward by McCarrison (1928) though 
the nature of such substances was not definitely known. 
Laboratory experiments carried on rabbits show that 
cabbage has strong goitrogenic properties (Chesney, 
Webster and Clawson, 1928; Webster, Marine and Cipra, 
1931; Marine, Baumann and Cipra, 1948) and that similar 
properties are possessed by the vegetables belonging to 
the same natural order, i.e., Brassica group. Such sub- 
stances are also known to be present in oranges and 
peaches (i950). From the observations made in the pre- 
sent enquiry it is clear that there has been a prolonged 
consumption of the goitrogenic articles in that region 
which, inspite of being taken in small quantities could 
substantially contribute to the high incidence of goitre 
as is found in this district. Further investigations into 
the dietary habits of the local people in relation to the 
possible influence on thyroid gland was also made and 
the results will be the subject matter of a separate 
paper. 

This investigation was conducted with grants-in-aid 
from the Indian Council of Medical Research, New 
Delhi. 

We are etc. 


S. R. Sen Gupta, M.B., Ph.D., 
& 
(Miss) S. SWARUP, M.B.B.S, 


Calcutta 
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Silver Jubilee Souvenir—Society of Biological Chemists, 
India. Published from the Office of the Hony. Secre- 
tary at the Indian Institute of Science, Bangalore 3, 
Mysore. 94%” x8%”, Pp. 262; price Rs. 10/-; foreign 
sh.20 or $3.00. 


The Indian Society of Biological Chemists was found- 
ed in 1930 and completed twentyfive years of its exist- 
ence in 1955. The present volume has been published 
especially to mark this happy event. The reading matter 
covers 262 pages and contains nearly fifty articles on 
various aspects of biological chemistry. Several artic!es 
have been contributed by authors outside India. A very 
large number of the published articles are of high 
scientific merit, of varied interest and deserve to be 
carefully read and assimilated by all men interested in 
this vitally important subject, 


Doctor and Patient, and the Law—By Louis J. Regan, 
M.D., LL.B. Published by the C. V. Mosby Company. 
Third Edition, 1956. Board bound, 716 pages; price 
$12.50. 


The art and science of the practice of medicine has 
advanced a great deal since the early days of human 
history. But along with the development of the science 
of medicine and the minutiae of modern medical ptactice 
have also come various legal implications and obligations. 
Even to-day, medicine is not an exact science, each and 
every patient does not get well, some recover only par- 
tially with some residual disability. Moreover, genuine 
differences of opinion are common enough as also the 
possibility where the practitioner himself considers—after 
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the situation has long been over—that a different line 
of treatment might perhaps have been more beneficial 
for a particular patient concerned. While a lawyer may 
take several days to give his opinion on a particular 
problem, the engineer similarly can afford to bide time 
in working out his calculations, the doctor, on the other 
hand, has to carry all his highly specialised skilled 
knowledge about his finger tips—ready to act immediately 
in an emergency. Although the doctor’s greatest obliga- 
tion and responsibility is his duty to his patient, and 
also that the greatest benefit to his patient must natu- 
rally be his first consideration; yet the honest, com- 
petent, conscientious doctor should have some assurance 
that as long as he is discharging his duties well, he must 
not be harassed by litigation, nor subjected to other 
types of penalties, disgrace or unnecessary disturbances 
distracting him from his prime duty to his patients. It 
is however unfortunately true, that in certain places or 
communities, the interest of the patient—and of the 
public—are often seriously affected when the physician 
has constantly to think of safeguarding himself against 
the possibility of an unjust malpractice claim, while 
trying to give his best possible care to his patient. 
Present-day medical practice requires that the doctor 
must have some understanding of the unique duties and 
privileges and also his legal obligations to his patient 
as well as some knowledge of the statutes and other 
related legal aspects of medical practice. 


This is an excellent book which will give the reader 
a better, clearer and a more comprehensive idea about 
the legal aspects of medical practice. A section on “‘dis- 
cussion” at the end of each chapter enables the reader 
to acqufre a broad general understanding of the parti- 
cular topic. Although the statutes and legal decisions 
liberally incorporated in the book refer mainly to the 
U.S.A.; yet a reading of the book is certain to enlighten 
the physician. even in this country, about the ways and 
means by which he may keep himself safe from un- 
necessary legal involvements. 


Pulmonary Circulation and Respiratory Function— 
Published by E and S. Livingstone Ltd., Edinburgh. 
Pages 44. Price 12s. 6d. 


This is the proceedings of a symposium on Pulmonary 
Circulation in Health and Disease and Respiratory Func- 
tion, that was held at Queen’s College, Dundee, under 
the University of St, Andrews in September 1955. A 
large number of specialists working in the pulmonary 
field, including physiologists and physicians, surgeons 
and pathologists, took part in the symposium. There are 
12 papers and two discussions, covering practically all 
the current problems of pulmonary circulation and res- 
piratory function. As practically all the leading workers 
in the pulmonary field in Great Britain and Dr. Averill 
Liebow, professor of pathology, Yale University took part 
in the symposium, the proceedings may be taken as 
representative of the present-day opinion of the highest 
authorities on the subject. The book will be very useful 
for advanced students of pulmonary anatomy and physio- 
logy as well as for physicians and surgeons dealing with 
cardiorespiratory diseases. 
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the 
Best buy 


for 


your money 


No. 3253 
Rs. 136/- 


Waterproof 
Shockprotected 


Antimagnetic 


15-jewelled lever 
movement 


Stainless steel case 


Attractive modern 
dials 


FAVRE-LEUBA 


AND COMPANY PRIVATE LIMITED 


P.O. BOX 474 
CALCUTTA 


4.40 (b) 


APKA SWASTHYA 


A POPULAR HEALTH JOURNAL IN 
HINDI 


* 


Published under the auspices of 


BANARAS BRANCH 


INDIAN MEDICAL ASSOCIATION 
GODHULIA o BANARAS o U. P. 


Single copy 8 annas Annual subscription Rs. 6/- 
For members of I. M. A. Rs. 5/- 


GLUCOSALINE 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous, intra- 
muscular hypodermic or 
rectal administration. 


Indicated in : 
Haemorrhage, Shock, loss of § 
Fluid, Toxaemia and other 
emergency conditions. 


AVAILABLE IN 540 C. C. TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT 


Pasteur Laboratories Private Ltd, 


2, CORNWALLIS STREET, CALCUTTA-6 
PHONE : 34-2674 


TELEGRAM : “ PASLAB”” 
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The leading doctors of the World have recommended DIMOL SYRUP 
as an intestinal antiseptic due to its possessing four outstanding advantages. 
1. Its antiseptic potency (phenol coefficient) is 43 times that of pure 
phenol, yet it liberates no phenol. As such, it reduces the bacterial 
count in the intestines very effectively. 
It is non-toxic even when five times the therapeutic dose Is 


administered, 
It is not absorbed but voided in the faeces unchanged. 


It causes no renal irritation, since it is not absorbed. 
DIMOL LABORATORIES LTD., 


34/40, LUDGATE HILL LONDON, E. C. 4. 
Scle Importers and Distributors in India : 


PANNALAL BROS, 


44-45, EZRA STREET, CALCUTTA. 


METHIOCHOLINE 


‘OPIL’ 
For Intramuscular Use 


Each cc. contains: 


Choline Chlori es ove 

| ANOTHER OF THE 
Betaine Hydrochloride don ove ° RAUWOLFIA ALKALOIDS 


Benzyl! Alcohol... SEPARATED BY US} 
Preservative Phenol 


* Indications: 
a NO SIDE EFFECTS EVEN ON 


It is indicated !n liver disorders, hypercholesterolemia 
coronary diseases, atherosclerosis, alcoholism, 

nephrosis, hypertension. It helps to normalise PROLONGED ADMINISTRATION 
cholesterol and fat metabolism; it prevents deposition 
of cholesterol in the intima of blood vessels; in liver TABLETS POR ORAL USE & 


diseases it helps to increase phospholipid formation, 
reduces fatty deposits and stimulates regeneration of AMPOULES FOR HUECRON 


liver cells. 


LIMITED 
Oriental Pharmaceutical Industries Ltd. 115, PRINSEP STREET, CALCUTTA - 13 


64-66, Tulsi Pipe Road, Mahim, - - BOMBAY 16 
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FIGHT CRIPPLING ARTHRITIS 


“D°’ORLAN 


MILK with COLLOIDAL GOLD 


Free from temic effects of geid ax exfolictive 


STANDARD PHARMACEUTICAL WORKS LTD. 
CALCUTTA~-I4 


FOCUSSING YOUR ATTENTION OW 
INCREASED POTENCY 


A Stable VITAMIN B COMPLEX Rion 


at a price 
all patients can Box of 100x2 m 
afford. 


*™Poules. 
Literature available on request Vial of 10 mp 
BRITISH DRUG HOUSES (INDIA) LTD., 


P.O. Box 1341, BALLARD ESTATE. BOMBAY 1. 
‘Branches at: CALCUTTA - DELHI - MADRAS. 


— 


| 
for Non-specific Procein Therapy Each ampoule containe 
milligram of colloidal gold 
7 In Arthritis, Osteo-arthritis, Rheumatoid Arth- 
4 
ritis and Arthritis Deformans; also in chronic 
inflammatory conditions, e.g. endometritis. 
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BREAK 


Packing : Bottles and 300 capsules 


In this comprehensive haematinic preparation ferrous\ 
iron is combined with yeast, liver extract, folic acid and 
vitamin B,, and presented in “me form with the 
following advantages - 
© Rapid dispersal and absorption 

Maximum utilisation 

Freedom from gastric irritation 

Tasteless administration 

Does not stain the teeth 

Freedom from constipation 

Economy of use 
To provide flexibility of treatment to meet individual’ 
patients’ requirements, three other varieties are. available= 


‘Plastules’ c Liver Extract & Folic Acid 
- ‘Plastules’ c Liver Extract 
*Plastules’ Plain 


Blastules’. in 


HAEMATINIC COMPOUND 
JOHN WYETH & BROTHER LIMITED 


(Incorporated with limited liability in England ) 
India Branch: Magnet House, Dougall Road, Bombay |. 
Distributors: GEOFFREY MANNERS & CO. PRIVATE LTD. Bombay . Calcutta . Madras . New Defhi 
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REFRESHER COURSE 


FOR PRACTITIONERS 
VOLUME 2 


D. Demy 24 mo. Pp. xvi+286+ 16 Price Rs. 6 
Published by the Journal of the Indian Medical Association 
* * * 
Designed as its predecessor to be of help to the general practitioner in refreshing his 
memory of accepted views as well as in bringing to his notice the latest advances in 
medical knowledge. All contributions in the volume are by acknowledged specialists. 
Available only from booksellers or direct from the 


STOCKISTS 
U. N. DHUR & SONS, LTD. 
15, BANKIM CHATTERJEE STREET, CALCUTTA 12 
A member of the |. M. A. by furnishing his address and the name of the Branch 


he belongs to or a subscriber to the Journal of the |. M. A. by quoting his 
subscriber number may have his copy at a concessicn rate of Rs. 5/- only. 


YOUR HEALTH 


An Illustrated Magazine Devoted to Health Education (for the public in general) 
PUBLISHED MONTHLY BY THE INDIAN MEDICAL ASSOCIATION 
%& Deals with rules of healthy living, prevention of diseases, diet and nutrition, 
maternal welfare, child care and topics of health in general. 
%& Presented in simple English to assist the common man in India towards 
“ positive health.” 


¥ Printed on art paper and profusely illustrated. 


YOUR HEALTH is an excellent advertising medium with all-India coverage. 
Post-free subscription rates (from any month) :— 
INLAND : Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 
FOREIGN : Rs. 10/- (1 yr. Rs. 16/- (2 yrs.) 
Single Copy 12 annas 


Advertisement rates and other information from 


HONY. SECRETARY, YOUR HEALTH 


23, Samavaya Mansions, Corporation Place, CALCUTTA 13; INDIA 


Printed by Sri Tarant Kanta Basu at Sri Gouranca Press Private L1D., 5, Chintamani Das Lane, Calcutta-9 and published 
by him on behalf of the InpIAN Mepicat Association from 23, Samavaya Mansions, Corporation Place, Calcutta-13 
Editor—Dr. P. K. GUHA, M.B., M.R.C.S. (ENG.), D.O.M.S. (LOND,) 
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bacteria: 
g7am-positive 
and 


gram-negative 


‘Te rramycin 


rapid response Terramycin is supplied in a jj 
variety of dosage forms for 


well tolerated (and topical administration. 


TRADEMARK OF CHAS. PFIZER CO.. INC. 


World's Largest Procucex of. Antibiotics 


VITAMIN-MINERAL FORMULATIONS 


HORMONES 
PFIZER EASTERN CORPORATION, New York 


Exelusive Distributors in India : 
RAVISON PHARMACEUTICALS LTD. P. Bag No. 10020 Bombay 1, Grams; RAVIPHARM 
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